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Executive Summary 
 
Magellan Healthcare in Louisiana (Magellan) is the delegated Coordinated System of Care (CSoC) Contractor for 
the Louisiana Department of Health (LDH). The CSoC Unit conducts an annual evaluation of its Quality 
Improvement Program to: evaluate outcomes, review effectiveness, assess goal achievement, evaluate the 
deployment of resources, document and trend input from advisory groups including youth, family members and 
other stakeholders, and identify opportunities for improvement in the ongoing provision of safe, high-quality 
care and service to members.  The evaluation covers a fully integrated quality program that includes recovery 
and resiliency-focused clinical and medical integration programs. This report summarizes the evaluation findings 
for the CSoC Unit data from 01/01/2019 through 12/31/2019. In addition, this report assesses progress towards 
ǘƘŜ Ǝƻŀƭǎ ŀƴŘ ǇǊƛƻǊƛǘƛȊŜŘ ƻōƧŜŎǘƛǾŜǎ ǎŜǘ ŦƻǊǘƘ ƛƴ ǘƘŜ ǇǊŜǾƛƻǳǎ ȅŜŀǊΩǎ /{ƻ/ ǉǳŀƭƛǘȅ ƛƳǇǊƻǾŜƳŜƴǘ ǇǊƻƎǊŀƳ 
description, work plan, and program evaluation.  Through the diligent work and dedication of Magellan staff, 
CSoC continues to achieve its mission on improving the lives of Louisiana families in both spirit and practice. 

Key Accomplishments 

Key accomplishments in 2019 identified as a result of the development of this evaluation include: 
 

Á Over 95% members reported they are receiving services in the type, amount, duration, and frequency specified in their 
POC in all 12 months of 2019.  

Á Youth and families were effectively connected to quality healthcare providers, with 95.9% of members responding 
positively when asked if their child has access to quality healthcare.  

Á Surpassed goals for telephonic accessibility indicators in 2019, with a call abandonment rate of only 1.25%, and an 
average speed to answer (ASA) of 7.18 seconds. 

Á Met geographic density standards for all provider types, including psychiatrists and other behavioral health physicians.  

Á Ensured members had availability to desired providers, as evidenced by 95.9% of members (n=410) reporting they 
were happy with the choice of healthcare providers they had through Magellan.  

Á Assisted youth and families in accessing crucial urgent care, with 94.4% of members (n=409) reporting their child is able 
to access urgent treatment as soon as it is needed.  

Á Achieved 97.6% ǇƻǎƛǘƛǾŜ ǊŜǎǇƻƴǎŜǎ ƛƴŘƛŎŀǘƛƴƎ ǘƘŀǘ aŀƎŜƭƭŀƴΩǎ ƘŜŀƭǘƘŎŀǊŜ ǇǊƻǾƛŘŜǊǎ ǊŜǎǇŜŎǘ ǘƘŜ ŎǳƭǘǳǊŀƭ ŀƴŘ ƭƛƴƎǳƛǎǘƛŎ 
needs of the youth and families served. 

Á Maintained 5% or less of members requiring inpatient hospitalization each quarter since 2018. 

Á Implemented a customized Plan of Care Review Tool to provide real-time oversight and feedback to treatment teams; 
thus, expanding the scope and scale by which Plans of Care can be monitor and improved. 

Á Exceeded the Utilization Management timeliness standards for decisions and notification for Post Service, Preservice 
¦ǊƎŜƴǘΣ ŀƴŘ ¦ǊƎŜƴǘ /ƻƴŎǳǊǊŜƴǘ wŜǾƛŜǿǎΣ ǿƛǘƘ ŎƻƳǇƭƛŀƴŎŜ ǊŀǘŜǎ ƻŦ җ ффΦр҈ ƛƴ ŀƭƭ ŎŀǘŜƎƻǊƛŜǎΦ 

Á Maintained strong clinical outcomes with over 72% of members discharging each quarter with improvement in clinical 
functioning since January 2018. 

Á Achieved program goals with over 92% of youth discharging to home and community-based settings in 2019.  

Á Successfully implemented screening programs to increase the assessment of trauma and depression for youth and 
families enrolled in CSoC. 

Á Increased evidence of coordination of care with Wraparound Agencies and PCP at significant points in treatment from 
81.33% in 2018 to 99.05% in 2019.  

QI 01, Element B, Factors 1˪3 
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Á Successfully implemented 12 Regional Advisory Conferences (RAC) in each of the 9 CSoC regions to connect behavioral 
health providers, local school systems, child-servicing state agencies, law enforcement, and the juvenile justice system 
in a roundtable discussion on the strengths and improvement opportunities of our current behavioral health system. 
92% of surveyed attendees (n=172) reported positive overall satisfaction with the RAC and 87% reported that the RAC 
increased knowledge of the CSoC program and provider issues.    

Á Actively engaged with our communities by participation in 23 community and volunteer events across the state of 
Louisiana. 

Á Successfully established and implemented a data exchange protocol to transition Wraparound Agencies from invoice-
based reimbursement to claims-based reimbursement to support and enhance state and federal reporting 
requirements. 

Effectiveness of QI Program 

Based on evaluation findings, the QI Program was effective in meeting clinical practice goals for the members 
served. There were adequate QI resources in 2019 and the QI committee structure provided an appropriate 
venue for the analysis and monitoring of quality indicators and improvement activities. Areas of opportunity for 
further improvement were identified and will be prioritized in 2020. Below is a list of the prioritized goals and 
objectives that have been incorporated into the 2020 Quality and Clinical Work Plan.  

Program Focus and Prioritized Objectives for 2020 

Prioritized goals and objectives for CSoC Unit for 2020 are based on a review of: 

Á Progress towards 2019 program goals; 

Á Lessons learned; 

Á An assessment of the identified opportunities for improvement and their root causes;  

Á An increased understanding of the need for timely identification of critical variables and their root causes (barriers) in 
order to identify and implement effective interventions; 

Á Customer feedback and contractual requirements; and 

Á Youth, family member and stakeholder input. 

 
The prioritized goals and objectives for CSoC Unit in 2020 are:  
 
I. Positively Influence Member Health, Well-Being, and Safety   

 Approve and implement enhanced policies for WAA management and clinical oversight of enhanced-risk youth by 
Q4 2020.  

 Meet or exceed the 90th percentile for I95L{ϯҍ[ƛƪŜ 7-day Follow-up after Hospitalization measure from 53.2% 
(MY 2018) to 58% for MY 2019, meeting the 75th percentile (58%). 

 LƴŎǊŜŀǎŜ ǘƘŜ ǇŜǊŎŜƴǘŀƎŜ ƛƴ ǿƘƛŎƘ ǘƘŜ ŦƻǊƳŀƭ ōŜƘŀǾƛƻǊŀƭ ƘŜŀƭǘƘ ǇǊƻǾƛŘŜǊΩǎ ƳŜƳōŜǊ ǊŜŎƻǊŘǎ ƛƴŎƭǳŘe a crisis plan for 
risk behaviors from 85% to 90%.  

 Increase the percentage of Plans of Care meeting best practice standards for crisis planning, as evidenced by the 
plan having strategies assigned to multiple treatment team members, from 50% to 55%.  

 Improve coordination of care between Wraparound Agencies and treating practitioners and providers as 
ŜǾƛŘŜƴŎŜŘ ōȅ ƛƴŎǊŜŀǎƛƴƎ ǘƘŜ ǇŜǊŎŜƴǘŀƎŜ ƻŦ ǊŜŎƻǊŘǎ ǘƘŀǘ ƛƴŎƭǳŘŜ ǘƘŜ ȅƻǳǘƘΩǎ ŎǳǊǊŜƴǘ ŀǎǎŜǎǎƳŜƴǘ ŀƴŘ tƭŀƴ ƻŦ /ŀǊŜ 
from 32% to 40%. 
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II. Enhance Service and Experience of Care 

 Sustain high member experience of care as evidenced by 90% of members reporting positive overall member 
satisfaction on the 2020 Member Experience of Care survey administration. 

 Achieve response rate of 75% for the newly implemented FSO Experience of Care Surveys, which measure 
SAMHSA's Core Competencies for Peer Workers.   

 Distribute Evidenced-based Practice workbooks to practitioners and providers to support evidence-based 
treatment modalities for anxiety, depression, and conduct disorders.  

 Increase the percentage of Plans of Care meeting best practice standards for the utilization of informal and 
natural supports as evidenced by having assigned strategies from 45% to by 50%.  

 Improve the percentage of Plans of Care approved at first submission from 66% to 70%. 

 
III.  Meet and Exceed Contractual, Regulatory, and Accreditation Requirements 

 Complete 100% of end-to-end process mapping for all contract deliverable reporting by Q3 2020.  

 Achieve three-year Managed Behavioral Healthcare Organization (MBHO) accreditation from the National 
Committee for Quality Assurance (NCQA) in 2020. 

 Achieve full implementation of electronic claims submission for WAAs by end of Q3 2020.  

 Identify  two modifier combinations for use during claim submission to signify an event associated with the 
practice of wraparound by end of Q4 2020 with the goal to increase efficiencies in the exchange of data with 
Wraparound Agencies. 

Acknowledgment and Approval 

The 2019 Quality Improvement and Utilization Management Program Evaluation was prepared by the CSoC Unit 
and reviewed and approved by the Quality Improvement Committee during its meeting on March 19, 2020, as 
indicated by the signature(s) below: 
   
 
 
Signature on file 

 
  

03/19/2020 

Richard Dalton, MD, Medical Director  Date 
Co-Chair, CSoC Unit Quality Improvement Committee (CSoC)   
   

 

 
 
03/19/2020 

Wendy Bowlin, Director of Quality and Outcomes  Date 

Co-Chair, CSoC Unit Quality Improvement Committee (CSoC)   
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Overview 
Louisiana developed the Coordinated System of Care (CSoC) to serve children and youth with significant 
behavioral health challenges who are in or at imminent risk of out-of-home placement. Magellan is contracted 
with Louisiana Department of Health (LDH) to serve as the Coordinated System of Care (CSoC) the CSoC 
Contractor. Magellan is responsible for coordination and management of specialized Medicaid behavioral health 
benefits and services as specified by the Louisiana Medicaid State Plan-approved waivers to Medicaid children 
and youth who meet CSoC eligibility criteria. In CSoC, system of care values and Wraparound principles are 
applied to create an integrated behavioral health system with enhanced service offerings to achieve positive 
outcomes for youth and families. 
 
Families enrolled in CSoC receive intensive, individualized services in their homes and communities. To achieve 
this, youth and families are partnered with a team of their choosing to develop a novel approach to treatment 
that meets their unique behavioral needs.  The integration of into one coordinated plan allows for better 
communication and collaboration among families, youth, state agencies, providers, and others who support the 
family. This approach also benefits the state of Louisiana by creating a more cost-effective system; encouraging 
the sharing of resources across state agencies.  

Program Description 

The Coordinated System of Care in Louisiana is a specialty program, unlike any other comprehensive behavioral 
health treatment approacƘŜǎΦ  aŀƎŜƭƭŀƴΩǎ Ǝƻŀƭ ƛǎ ǘƻ ŜƴǎǳǊŜ ǘƘŀǘ ŎƘƛƭŘǊŜƴ ǿƛǘƘ ǎŜǾŜǊŜ ōŜƘŀǾƛƻǊŀƭ ƘŜŀƭǘƘ 
challenges, and their families get the right support and services, at the right level of intensity, at the right time, 
for the right amount of time, from the right provider.  Above all, CSoC aims to keep youth in their own homes 
and assist them to function optimally within their own communities.  

This initiative serves families of children who have complex behavioral health needs and are either in, or at risk 
of being in, out-of-home placement. The family-driven and coordinated approach of CSoC is meant to develop 
and maintain a service delivery system that is better integrated, has enhanced service offerings, and achieves 
improved outcomes. This is accomplished by ensuring that children with severe behavioral health challenges, 
and their families, get the right support and services, at the right level of intensity, at the right time, for the right 
amount of time, from the right provider, in order to keep, or return children to, their home and their 
communities.  
 
CSoC team members apply clinical expertise, coupled with care and respect for each member, to maintain high-
quality clinical care.  Efforts are focused on promoting System-of-Care values including:  

Á Family-driven and youth-guided care 

Á Team-based strategies 

Á Culturally and linguistically competent 

Á Strength-based 

Á Integrated across systems 

Á Individualized treatment planning 

Á Unconditional care 
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Quality Improvement Program  

aŀƎŜƭƭŀƴΩǎ vǳŀƭƛǘȅ Improvement (QI) Program is member-focused and includes the objective and systematic 
monitoring of quality, recovery, and resiliency-focused healthcare services provided to Louisiana youth and 
families. We leverage our extensive national experience in managing specialty behavioral health programs and 
promoting systems of care (SOC) values to ensure positive outcomes are achieved. Magellan fully embraces 
Wraparound philosophies and recognizes that whole-ǘŜŀƳ ŜƴƎŀƎŜƳŜƴǘ ƛǎ ƴŜŎŜǎǎŀǊȅ ǘƻ ŜƴǎǳǊŜ ǘƘŀǘ aŀƎŜƭƭŀƴΩǎ 
goals align with those of its membership within the unique culture of Louisiana. 
 
The scope of the QI program includes monitoring the quality of behavioral health and related recovery and 
ǊŜǎƛƭƛŜƴŎȅ ǎŜǊǾƛŎŜǎ ǇǊƻǾƛŘŜŘ ǘƻ aŀƎŜƭƭŀƴΩǎ ŎǳǎǘƻƳŜǊǎΦ hǳǊ vL tǊƻƎǊŀƳ ƛǎ ǘƘŜ ŘƛǊŜŎǘ ǊŜǎǇƻƴǎƛōƛƭƛǘȅ ƻŦ [ƻǳƛǎƛŀƴŀΩǎ 
CSoC Unit Program Director, Kathleen Coenson. The QI program is managed by the Director of Quality and 
Outcomes, Wendy Bowlin, who is supported by regional and corporate staff. Local oversight of the QI program is 
provided by the Louisiana CSoC Quality Improvement Committee (QIC). Corporate oversight of the QI program 
occurs through a corporate committee structure. 

Quality Process 

Magellan maintains an internal Quality Assurance and Process Improvement (QAPI) program that complies with 
state and federal standards specified in 42 CFR §438.200, the Medicaid State Plan and waiver applications 
relative to the CSoC, and any other requirements as issued by LDH. The QI program is member-focused and 
utilizes a Six Sigma Define, Measure, Analyze, Improve, and Control (DMAIC) approach to ensure the timely 
identification of critical needs and to drive barrier analysis.  DMAIC process outcomes are used to develop 
measurable interventions that lead to improvement.  
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As illustrated ƛƴ ǘƘŜ ŦƛƎǳǊŜ ŀōƻǾŜΣ aŀƎŜƭƭŀƴΩǎ ŀǇǇǊƻŀŎƘ ǘƻ ǉǳŀƭƛǘȅ ƛƳǇǊƻǾŜƳŜƴǘ ƛƴǾƻƭǾŜǎ ŀ Ŏƻƴǘƛƴǳƻǳǎ ǇǊƻŎŜǎǎ ƻŦ 
measuring outcomes by enacting structures to monitor quality and integrating that data to drive program 
decisions and innovations.   
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Population Assessment 
Magellan is committed to providing effective, equitable, understandable, and respectful quality care and 
services that are responsive to diverse cultural health beliefs and practices, preferred languages, health literacy, 
and other communication needs. CulǘǳǊŀƭ ŎƻƳǇŜǘŜƴŎŜ ƛǎ ŘŜŦƛƴŜŘ ŀǎ ǇǊƻǾƛŘƛƴƎ ŎŀǊŜ ǘƘŀǘ ƳŜŜǘǎ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ 
unique cultural needs, which is essential to the delivery of effective and responsive care. Like the wraparound 
model, Magellan demonstrates respect and builds on the values, preferences, beliefs, culture, and identity of 
the youth and family served, focusing on the community culture unique to every member.  
 
Magellan recognizes that in order to facilitate successful collaboration, team members, including Wraparound 
Facilitators and formal providers, must have an inherent respect for the diversity of expression, opinion, and 
preference among the youth and families served. It is through this respect that the principle of family voice and 
choice is achieved in the Wraparound process. Magellan demonstrates our high regard of this principle by 
embracing families where they are and promoting the strengthening of connections with natural supports in 
their communities. Cultivating a sustainable connection to community supports allows for continued positive 
outcomes after formal Wraparound has ended.  
 
Magellan conducts an annual assessment of CSoC members and providers in order to assess characteristics of 
their cultural, ethnic, racial, and linguistic needs.  When opportunities for improvement are identified, Magellan 
will adjust the availability of practitioners within its network to meet the needs and/or preferences of the CSoC 
membership. This section of our program evaluation provides a comprehensive assessment of those 
characteristics, an evaluation of social determinants of health, and analysis of potential mental health 
disparities. The section includes our strategies to support culturally competent service delivery and an 
identification of member needs to be addressed through our QI program activities in 2020.  

 
This section will provide information on some of the key demographic and relevant characteristics represented 
by the CSoC population. Areas addressed include: 

Á Members Served 

Á Geographic Classification 

Á Gender, Race, and Ethnicity  

Á Linguistic Needs 

Á Special Member Needs 

 Children and Adolescent 

 Diagnostic Prevalence (including SED) 

 Intellectual/Development Disabilities  

 Involvement in Child-Serving State Agencies 

 Members Identifying as LBGTQ+ 

Members Served 

The primary data source for member demographics is a combination of Medicaid eligibility data and 
ŀǳǘƘƻǊƛȊŀǘƛƻƴ Řŀǘŀ ƘƻǳǎŜŘ ƛƴ aŀƎŜƭƭŀƴΩǎ ƛƴǘŜǊƴŀƭ ƳŀƴŀƎŜƳŜƴǘ ǎȅǎǘŜƳΦ CSoC is a CMS waiver-base program for 
Medicaid youth in Louisiana between the ages of 5 and 20. It expands access to intensive community-based 
behavioral healthcare to Medicaid youth that traditionally experience barriers accessing healthcare. Referrals 
Ŏŀƴ ōŜ ƛƴƛǘƛŀǘŜŘ ōȅ ŀƴȅƻƴŜ ǿƛǘƘ ǘƘŜ ŎƻƴǎŜƴǘ ƻŦ ǘƘŜ ȅƻǳǘƘ ŀƴŘ ŦŀƳƛƭȅ ǘƘǊƻǳƎƘ ǘƘŜ ƳŜƳōŜǊΩǎ a/h ƘŜŀƭǘƘ ǇƭŀƴΦ 
CSoC can be accessed by 2,400 youth at any given time. In the event that CSoC is at capacity, members continue 

QI 04, Element A, Factors 1 & 2 
QI 09, Element A, Factors 1 ð 5 
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to have access to specialized behavioral health services through their MCOs. The CSoC program served a total of 
4,329 unique members from 01/01/2018 through 12/31/2018 and 4,358 members from 01/01/2019 through 
12/31/2019. 

Enrollment on the Last Day of the Month  

 

Geographic Classification 

The geographic location of CSoC youth and families is an important factor from both a cultural standpoint and 
regarding access to care. The majority of CSoC members, or 71% (n=1,644), reside in rural settings. The 
remaining 29% (n=657) reside in urban settings.  Where adolescents reside can affect both their exposure to 
adversity and the availability of health services. Most adolescents in the United States live in or just outside an 
urban area. Although adolescents in urban areas may be exposed to higher levels of violent crime, they are more 
likely than their rural peers to have access to playgrounds, community or recreation centers, and parks.  
Mental health services are notably limited in rural areas and adolescents living there are less likely than those 
living in urban areas to receive mental health services from a pediatrician or family physician.  
 

Geographic Classification on Last Day of the Year 2019 

Member Group Number Percent 

Urban/Suburban 657 29% 

Rural 1,644 71% 

Total 2,301 100% 

 
Rural adolescents are also more likely to live in low-income households than adolescents in urban areas, and 
poverty is a reality for many Louisiana residents. In 2018, 18.6% of the population lived below the poverty line. 
Growing up in poverty can create significant challenges for our members. Rural youth especially face barriers to 
accessing health services due to a shortage of formal providers and transportation challenges. Therefore, it is 
ŎǊǳŎƛŀƭ ǘƘŀǘ ƴƻǾŜƭ ǎƻƭǳǘƛƻƴǎ ōŜ ŦƻǳƴŘ ǘƻ ƳŜŜǘ ǘƘƛǎ ƴŜŜŘΦ aŀƎŜƭƭŀƴΩǎ Řŀǘŀ ŘǊƛǾŜǎ ƴŜǘǿƻǊƪ ŘŜǾŜƭƻǇƳŜƴǘ ŀŎǘivities 
in rural areas to ensure access to care and freedom of choice. As an intervention, Magellan recommends that 
WAAs serving rural areas emphasize natural and informal support engagement to mitigate decreased access to 
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formal service providers. Engagement of these types of supports is closely monitored via the Plan of Care 
Review Tool. 

CSoC Regions 
CSoC is divided into nine geographical regions to allow individual agencies to practice wraparound specific to the 
needs of their communities. Although most regions serve members living in both urban and rural areas, three 
regions have a larger percent of members residing in urban communities. These are Region 1 (i.e., New Orleans), 
Region 2 (i.e., Baton Rouge) and Region 8 (i.e., Shreveport). In order to ensure members from all regions have 
access to CSoC, we continually evaluate regional enrollment trends. For the past two years, Region 9 had the 
highest census, accounting for 15.04% of the total CSoC population in 2018 and 16.16% in 2019. Region 6 
represented the lowest enrollment, accounting for 7.78% of the total population in 2019. Many factors, 
including urban-rural classification and referral source, can impact differences in regional enrollment.  
 

Average Annual Enrollment by Region 

 

Gender, Race and Ethnicity Demographics 

Most behavioral health studies have found disparities in access, use, and quality in behavioral health services 
among diverse ethnic and racial groups in the United States.  Because this is a variable that can impact 
behavioral health outcomes, we consistently monitor the race, gender, and ethnicity of our membership.  
Currently, African Americans comprise the highest percentage of our membership, representing 56.48% 
(n=2,468) of the total population.  The second highest percentage of members identify as White, at 38.63% 
(n=1,688). This aligns with research citing racial disparities for youth and children at high risk for commitment or 
arrest.  Non-Hispanic/Latinos represent 96.48% of our membership (n=4,216).  The demographics of CSoC 
ƳŜƳōŜǊǎ Ƙŀǎ ōŜŜƴ ǎǘŀōƭŜ ǎƛƴŎŜ ǘƘŜ ǇǊƻƎǊŀƳΩǎ ƛƴŎŜǇǘƛƻƴΣ ŀƴŘ ǘƘŜǊŜ ǿŜǊŜ ƴƻ ƴƻǘŀōƭŜ ŎƘŀƴƎŜǎ ǘƻ ǘƘŜ composition 
of age, race, gender, or ethnicity categories observed in 2018 and 2019.  

 
 
 
 

Region 1Region 2Region 3Region 4Region 5Region 6Region 7Region 8Region 9

2018 13.65% 10.26% 14.58% 11.99% 7.46% 8.18% 8.71% 10.14% 15.04%

2019 13.09% 10.53% 14.12% 11.14% 8.92% 7.78% 8.35% 9.91% 16.16%
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Gender of CSoC Members 

 2018 2019 

Gender Number Percent Number Percent 

Female 1,696 39.18% 1,762 40.32% 

Male 2,633 60.82% 2,608 59.68% 

Total 4,329  4,370  

 
Race of CSoC Members 

 2018 2019 

Race Number Percent Number Percent 

Black/African American 2,450 56.60% 2,468 56.48% 

White 1,673 38.65% 1,688 38.63% 

Multi-Racial 78 1.80% 80 1.83% 

Other/Single Race 41 0.95% 45 1.03% 

American Indian/Alaskan Native 33 0.76% 27 0.62% 

Native Hawaiian/Pac Islander 11 0.25% 10 0.23% 

Asian 8 0.18% 9 0.21% 

Unknown 35 0.81% 43 0.98% 

Total 4,329  4,370  

 
Ethnicity of CSoC Members 

 2018 2019 

Ethnicity Number Percent Number Percent 

Non-Hispanic/Non-Latino 4,171 96.35% 4,216 96.48% 

Hispanic/Latino 95 2.19% 93 2.13% 

Unknown 63 1.46% 61 1.40% 

Total 4,329  4,370  

Practitioner and Provider Demographics 

A key component of practicing cultural competency is ensuring that providers within the treatment network 
ǊŜŦƭŜŎǘ ǘƘŜ ŘƛǾŜǊǎƛǘȅ ƻŦ ǘƘƻǎŜ ǎŜǊǾŜŘ ŀƴŘ ŀǊŜ ŀōƭŜ ǘƻ ƳŜŜǘ ǘƘŜƛǊ ǳƴƛǉǳŜ ƴŜŜŘǎΦ Lƴ aŀƎŜƭƭŀƴΩǎ ŎǳƭǘǳǊŜ-based 
wraparound model, families exercise choice in the services they receive and the providers that deliver them.  
Magellan takes collaborative action to serve CSoC members by annually assessing provider demographics and 
using that data to drive network growth. 
 
A total of 545 providers were assessed in 2019 to examine the demographic makeup of those who serve CSoC 
youth and families.  Of the total providers, the majority, 57.61%, identified as white/non-Hispanic.  The second 
highest provider demographic was African American at 22.02%. Other demographics of Magellan providers 
include 2.75% Asian/Pacific Islander, 1.65% Hispanic, and 0.55% multiracial.  A total of 15.41% of providers 
either did not identify a specific demographic category. 
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Provider Demographics 

 
 

The current data we have regarding the demographic composition of CSoC providers does not match the current 
racial composition of the youth and families served, which consists of approximately 56% black/African 
Americans, 37% whites, and 5% identifying as multi-racial or other. One barrier encountered is the inability to 
account for the demographic characteristics of unlicensed staff who are employed by Medicaid providers. Most 
outpatient behavioral health services are delivered by unlicensed staff that meet specific qualification and 
training requirements that are employed by a certified and contracted provider organization. Reimbursement 
for services rendered by unlicensed staff were previously acquired through the organization NPI number; 
however, in 2019, the state of Louisiana implemented a law requiring all unlicensed staff to be reimbursed 
ǳƴŘŜǊ ǳƴƛǉǳŜ btL ƴǳƳōŜǊǎΦ ¢Ƙƛǎ ƭŀǿ ǿƛƭƭ ƛƴŎǊŜŀǎŜ aŀƎŜƭƭŀƴΩǎ ŀōƛƭƛǘȅ ǘƻ ŀŎƘƛŜǾŜ ŀ ƳƻǊŜ ŀŎŎǳǊŀǘŜ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ƻŦ 
the unique characteristics of all staff working with CSoC youth and families ς both licensed and unlicensed.  
Another barrier is the relatively high percentage of providers without an identified demographic (15.41%), which 
limits the ability to connect members with providers that may be a better fit for their family.  In 2020, the 
Cultural Competency Committee will monitor key indicators for provider demographics and implement 
interventions as needed to improve data integrity in this area.  

Linguistic Needs 

The language classification of members is monitored to ensure that our network supports their needs. The 
primary language for CSoC members is English, representing 98.63%% of the total population (n=4,310).  
Unspecified/Not Declared and Spanish represent 0.89% and 0.46% of our population, respectively. In 2019, only 
21 youth and families, or 0.5% of enrolled members, reported a language other than English (i.e., 20 Spanish and 
1 Vietnamese) as their preferred language through Medicaid eligibility data.  This is consistent with reports from 
the [ƻǳƛǎƛŀƴŀ 5ŜǇŀǊǘƳŜƴǘ ƻŦ IŜŀƭǘƘΩǎ tǊŜŦŜǊǊŜŘ [ŀƴƎǳŀƎŜ {ǘŀǘŜǿƛŘŜ ōȅ tŀǊƛǎƘ1, which provides the breakdown 
of languages spoken by Medicaid-eligible members by parish. As of 02/15/2020, the site indicated that 98% of 
the 1,730,634 Medicaid eligible members in Louisiana reported English as their preferred language, followed by 
Spanish (1.47%) and Vietnamese (0.27%).    
 
Magellan ensures that we are responsive to all members, not just the majority. If a provider is unable to meet a 
ƳŜƳōŜǊΩǎ ƭŀƴƎǳŀƎŜ ƴŜŜŘǎΣ aŀƎŜƭƭŀƴ ŦŀŎƛƭƛǘŀǘŜǎ ŀŎŎŜǎǎ ǘƻ ǘǊŀƴǎƭŀǘƛƻƴ ƻǊ ƛƴǘŜǊǇǊŜǘŀǘƛǾŜ ǎŜǊǾƛŎŜǎ ŀǘ ƴƻ Ŏƻǎǘ ǘƻ ǘƘŜ 
member. Magellan contracts with International Languages for translation services. In 2019, we received and 
processed nine requests for interpretive or translation services, all of which were for Spanish to English 

 
1 Retrieved 0n 02/15/2020. http://ldh.la.gov/assets/docs/BayouHealth/PreferredLanguageStatewide.pdf 

RR 03, Element B 

http://ldh.la.gov/assets/docs/BayouHealth/PreferredLanguageStatewide.pdf
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translations. In additions, Spanish and Vietnamese versions of important member documents, such as the 
member handbook, are available to members. All formal member communications include instructions on how 
ǘƻ ǊŜǉǳŜǎǘ ǘǊŀƴǎƭŀǘƛƻƴ ǎŜǊǾƛŎŜǎ ƻǊ ŘƻŎǳƳŜƴǘǎΦ  aŀƎŜƭƭŀƴΩǎ ǇǊƻǾƛŘŜǊ ǎŜŀǊŎƘ ǘƻƻƭ ƛƴŎƭǳdes spoken languages to 
further support members in locating a provider to meet their linguistic needs.  The table below shows the 
number and percent of members by their reported primary language.  
 

Primary Language 
 2018 2019 

Language Number Percent Number Percent 

English 4,299 99.31% 4,310 98.63% 

Spanish 16 0.37% 20 0.46% 

Mandarin 0 0.00% 0 0.00% 

Vietnamese 1 0.02% 1 0.02% 

Not Declared 2 0.05% 1 0.02% 

Unspecified 11 0.25% 38 0.87% 

Total 4,329  4,370  

 

Provider Linguistics 

Magellan providers have the ability to provide treatment in a variety of languages.  Outside of English, 177 
providers reported the ability to communicate in 14 different languages.  The provider language with the highest 
number of speakers was Spanish, with 65 distinct providers reporting capacity to engage in treatment using this 
language.  The next highest number of providers reported proficiency in Hindi, with a total of 35 speakers. 
Telugu (14), Tagalog (12), and Arabic (11) comprised the next three most commonly spoken provider languages. 
The table below details all the languages in which Magellan providers reported proficiency in 2019. 
 

Provider Languages Available 
Languages Count of Providers 

Arabic 11 

Burmese 1 

Creole Haitian 2 

French 9 

Hindi 35 

Indian 6 

Portuguese 2 

Punjabi 2 

Russian 1 

Sign Language 8 

Spanish 65 

Tagalog 12 

Telegu 14 

Urdu 9 

Total 177 
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In 2019, a total of 4,370 members reported their languages preferences.  Of those, 98.63% identified their 
primary language as English, while 0.46% identified Spanish.  When a member has a primary language other 
than English, members and/or Wraparound AgenŎƛŜǎ Ŏŀƴ ǳǘƛƭƛȊŜ aŀƎŜƭƭŀƴΩǎ ǇǊƻǾƛŘŜǊ search engine, which is 
accessible through our website, to locate providers in their area based on language. Because a majority of our 
membership reports English as their primary language, it is believed that the CSoC provider linguistic capabilities 
currently meet the needs of CSoC members. When providers are not available, Magellan has policies and 
procedures to ensure access and availability of translation and interpretive services to support our members.  
 
Language Assistance Services 
Although the need for language assistance may not be justified per current reporting results, it is a nationwide 
concern. Individuals speaking English as a second language and individuals that are classified as limited-English 
proficient may still need interpretation assistance to fully be informed about their care. As cultural and linguistic 
diversity in the United States, and Louisiana specifically, continues to grow, Magellan will not fail this emerging 
population in being heard and understood in their treatment. Because of this we ensure that we make available 
easily understood member-related materials, including education, grievances, appeal and grievance resolution 
materials, in the languages of the commonly encountered groups and/or groups represented in the service area, 
including an alternative language for which Җ 5% of the population speaks and written at no greater than a 5th 
grade reading level.  We also provide access to both telephonic and on-site interpretation, along with translation 
services for all membership populations. Here are some of the activities that Magellan implements to support 
members in accessing these services.  
 
Translation Services 

Á Staff members can coordinate a request for translation of member materials in a variety of formats such as: document 
translation in another language, larger font or alternative format (braille or oral recording).  

Á aŀƎŜƭƭŀƴΩǎ ŎƻǊǇƻǊŀǘŜ aŀǊƪŜǘƛƴƎ /ƻƳƳǳƴƛŎŀǘƛƻƴ ǘŜŀƳ ƘŀƴŘƭŜǎ ǘǊŀƴǎƭŀǘƛƻƴ ǊŜǉǳŜǎǘǎ ŀƴŘ ǿƻǊƪǎ ǿƛǘƘ ǘƘŜ ŀǇǇǊƻǇǊƛŀǘŜ 
external vendor to provide quotes and complete client requests.   

Á Magellan provides the information on how to obtain services in the member handbook, the quarterly CSoC member 
newsletter, and on the Magellan of Louisiana website.  

Á Translations of the CSoC Member handbook are available to our members and providers through our website in both 
Spanish and Vietnamese. The member newsletters are also translated into Spanish and available on the member 
website.   

Á Magellan is developing a training for WAAs and Providers on Translation and Interpretive Services and is scheduled to 
present during the March 2020 All Provider Call.  

 

Interpretation Services 

Á Magellan contact center staff are supported by an over-the-phone interpretation service through Voiance, a CyraCom 
International company providing seamless 24/7 telephonic interpretation in more than 200 languages. Voiance 
provides accurate and clear interpretation services to individuals with limited English proficiency (LEP), no matter the 
country of origin or education level.  

Á Magellan also provides and coordinates onsite interpretation for a variety of languages, including face to face American 
Sign Language (ASL) assistance through International Languages.  

Á Language and American Sign Language interpreters assist Magellan staff and/or providers in face-to-face 
communications with Members. In person rather than telephone interpretation is recommended when a member has 
any condition that makes using or understanding via telephone difficult; young children are involved; or discussions are 
of a sensitive nature.  

Á Magellan receives regular performance reviews and telephone statistics from their contracted interpretation resource 
vendors to measure overall performance and customer service experiences. 
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Á Because of the low prevalence of Medicaid members reporting language needs and the distribution of responses (i.e., 
high percent of neutral responses and the low number of negative responses), the CSoC Unit did not identify this area 
as an actionable opportunity for improvement.  Magellan will maintain current processes for supporting the language 
needs of our members, analysis satisfaction and grievance data and continually monitor prevalence rates for language 
preferences of our CSoC membership in order to ensure we respond quickly to any or changing needs related to 
language.   

CSoC Youth with Specialized Needs 

Even among CSoC members, Magellan recognizes the existence of subpopulations that have unique 
characteristics and needs.  Magellan has developed monitoring strategies and interventions that acknowledge 
these groups and remain flexible to address emerging needs of youth and families. 

Children and Adolescent Members  

Medicaid criteria for enrollment in CSoC limits eligibility to youth between the ages of 5 and 20 years.  This 
means that virtually the entire population is categorized as a child or adolescent. Because of this, our medical 
team is led by a board-certified child and adolescent psychiatrist to ensure the specialized clinical needs of this 
population are addressed throughout all areas of our operations.  We also ensure that our youth have access to 
all Medicaid EPSDT (Early and Periodic Screening, Diagnostic and Treatment) benefits, or wellness and 
preventative healthcare services to support the unique needs of this population group. During 2019, some key 
characteristics of our members include:   

Á The largest age group of our members was 14-year-old members (n=470).  

Á Children between the ages of 8 and 17 represented 83.98% of our membership. 

Á Children 7 or younger represented approximately 10.32% of our membership; and  

Á Youths 18 and over represent 5.70% of our membership.  

 
Age of CSoC Members 

 2018 2019 

Age Number Percent Number Percent 

2 1 0.02% 0 0.00% 

3 3 0.07% 0 0.00% 

4 6 0.14% 0 0.00% 

5 76 1.76% 60 1.37% 

6 192 4.44% 167 3.82% 

7 197 4.55% 224 5.13% 

8 262 6.05% 244 5.58% 

9 261 6.03% 271 6.20% 

10 367 8.48% 309 7.07% 

11 365 8.43% 364 8.33% 

12 386 8.92% 411 9.41% 

13 400 9.24% 430 9.84% 

14 416 9.61% 470 10.76% 

15 427 9.86% 459 10.50% 

16 428 9.89% 409 9.36% 

17 305 7.05% 303 6.93% 

18 135 3.12% 154 3.52% 

19 64 1.48% 51 1.17% 

QI 09, Element A, Factors 2˪ 5 
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 2018 2019 

Age Number Percent Number Percent 

20 34 0.79% 42 0.96% 

21 4 0.09% 2 0.05% 

Total 4,329  4,370  

 
Youth transitioning into adulthood are a subset of the CSoC population that have a unique need to develop and 
improve skills necessary to successfully function as adults in society (i.e. employment, housing, education). 
During 2019, 43.25% of our members were 14 years of age or older (n=1890). Additionally, over 1000 youth had 
an actionable need in the area of independent living at the initial assessment. One of the benefits of CSoC for 
these transition-aged youth is access to a specialized waiver service, known as Independent Living and Skills 
Building (ILSB). This service is delivered in the community setting to train and prepare youth for adulthood.  
Some examples of skills that are developed through this service include:  

Á Life safety skills 

Á Ability to access emergency services  

Á Basic safety practices and evacuation  

Á Creating and implementing a personal budget 

Á Completing necessary domestic tasks including laundry, grocery shopping, and basic food preparation 

Á Physical and mental health care maintenance, such as scheduling physician appointments 

Á Recognizing when to contact a physician and how to effectively communicate needs 

Á Self-administration of medication for physical and mental health conditions 

Á Understanding the purpose and possible side effects of medication prescribed for condition 

Á Use of transportation (accessing public transportation, learning to drive, obtaining insurance) 

Serious Emotional Disturbance (SED) 

The Centers for Disease Control and Prevention (CDC) report that the most commonly diagnosed mental 
disorders in children are ADHD, behavior problems, anxiety, and depression2:   

Á 9.4% of children aged 2-17 years (approximately 6.1 million) have received an ADHD diagnosis. 

Á 7.4% of children aged 3-17 years (approximately 4.5 million) have a diagnosed behavior problem. 

Á 7.1% of children aged 3-17 years (approximately 4.4 million) have diagnosed anxiety. 

Á 3.2% of children aged 3-17 years (approximately 1.9 million) have diagnosed depression. 

 

/{ƻ/Ωǎ ŎƭƛƴƛŎŀƭ ŜƭƛƎƛōƛƭƛǘȅ ŎǊƛǘŜǊƛŀ ǎǘŀǘŜ ǘƘŀǘΣ ŦƻǊ enrollment in the program, referred youth must be currently or 
recently experiencing behavioral symptoms that put them at significant risk of sanctions and/or out-of-home 
placement and impair their ability to function in various life domains.  Given the hƛƎƘ ŀŎǳƛǘȅ ƻŦ ƻǳǊ ƳŜƳōŜǊǎΩ 
conditions, it essential that we evaluate the diagnostic prevalence of our membership in order to effectively 
meet their needs. We also recognize that it is our responsibility to make tools and supports readily accessible for 
our practitioners and providers. One way this is achieved is through the adoption, development, and distribution 
of clinical practice guidelines based on sound scientific evidence for best practices. Magellan requires that our 
providers become familiar with these guidelines, including the following diagnoses and conditions:  

 

 
2 Retrieved on 03/10/2020: https://www.cdc.gov/childrensmentalhealth/data.html 
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Á Acute Stress Disorder 

Á Post-Traumatic Stress Disorder 

Á Attention Deficit Hyperactivity Disorder (ADHD) 

Á Autism 

Á Bipolar Disorder 

Á Depression 

Á Generalized Anxiety Disorder 

Á Managing Suicidal Patients 

Á Obsessive-Compulsive Disorder 

Á Panic Disorder 

Á Schizophrenia 

Á Substance Use Disorders 

 
Members enrolled in CSoC also receive a comprehensive assessment conducted by a licensed practitioner at 
referral and every 180 days thereafter. This assessment includes clinical diagnosis that will guide the services 
ŀƴŘ ǎǘǊŀǘŜƎƛŜǎ ƛŘŜƴǘƛŦƛŜŘ ƻƴ ǘƘŜ ȅƻǳǘƘΩǎ tƭŀƴ ƻŦ /ŀǊŜΦ aŀƎŜƭƭŀƴ ŀƭǎƻ ǇǊƻǾƛŘŜǎ ǎŎǊŜŜƴƛƴƎ ǘƻƻƭǎ ǘƻ ŜƴǎǳǊŜ ǘƘŀǘ 
assessors are properly equipped to assess the areas of need most commonly seen in children and adolescents.  
These needs include co-occurring substance use disorders, depression, and trauma. Please refer to the 
Screening Program section of this evaluation for a full description of the tools used in CSoC.  
 
The CSoC population shows the highest diagnostic prevalence in ADHD, with 37.67% of members having some 
form of ADHD diagnosis. Other prevalent diagnoses include Mental Disorder, Not Otherwise Specified and 
Oppositional Defiant Disorder, which account for 7.87% and 6.5% of the total population, respectively. Magellan 
monitors adherence to clinical practice guidelines for Suicide Risk, ADHD, Trauma-informed Care and Conduct 
Disorders through the treatment record review process, which is described in the Provider Monitoring section of 
this report.  

 
Primary Diagnosis for CSoC Members 

 2018 2019 

Diagnosis Number Percent Number Percent 

F90.2:  Attention-deficit hyperactivity disorder, combined type 853 19.70% 834 19.08% 

F90.9:  Attention-deficit hyperactivity disorder, unspecified 
type 

717 16.56% 812 18.58% 

F91.3:  Oppositional defiant disorder 481 11.11% 344 7.87% 

F99:  Mental disorder, not otherwise specified 222 5.13% 284 6.50% 

R69:  Illness, unspecified 200 4.62% 236 5.40% 

F43.20:  Adjustment disorder, unspecified 162 3.74% 158 3.62% 

F32.9:  Major depressive disorder, single episode, unspecified 165 3.81% 155 3.55% 

F84.0:  Autistic disorder 95 2.19% 112 2.56% 

F90.1:  Attention-deficit hyperactivity disorder, predominantly 
hyperactive type 

102 2.36% 109 2.49% 

F43.25:  Adjustment disorder with mixed disturbance of 
emotions and conduct 

121 2.80% 105 2.40% 

F43.24:  Adjustment disorder with disturbance of conduct 85 1.96% 87 1.99% 

F43.8:  Other reactions to severe stress 93 2.15% 84 1.92% 

F90.0:  Attention-deficit hyperactivity disorder, predominantly 
inattentive type 

82 1.89% 83 1.90% 

F31.9:  Bipolar disorder, unspecified 109 2.52% 77 1.76% 
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 2018 2019 

Diagnosis Number Percent Number Percent 

F43.10:  Post-traumatic stress disorder, unspecified 60 1.39% 70 1.60% 

F39:  Unspecified mood [affective] disorder 38 0.88% 58 1.33% 

F91.9:  Conduct disorder, unspecified n/a*   54 1.24% 

F43.21:  Adjustment disorder with depressed mood n/a*   53 1.21% 

Other 744 17.19% 655 14.99% 

Total 4,329  4,370  

* Diagnosis did not make the top 18 in that year 

 
Research indicates that minority individuals may experience mental health conditions that are undiagnosed, 
under-diagnosed, or misdiagnosed for cultural, linguistic, or historical reasons.  Because of this potential for 
disparity in care, we initiated a comprehensive analysis of trends in diagnostic and actionable needs prevalence 
rates among CSoC youth by gender and race in 2020. Results of this analysis will be shared with the QIC and 
relevant subcommittees for review and discussion. This analysis will be used to support training initiatives for 
our Licensed Mental Health Practitioners (LMHPs) that complete assessments for our youth and families.   

Intellectual/Developmental Disabilities 

The Louisiana Office of Citizens with Developmental Disabilities (OCDD) participates in the National Core 
Indicators (NCI) annual consumer survey of citizens that receive OCDD services. The most recent results (2015-
2016) indicated that 50% of respondents (n=512) stated that their family does not get enough information to 
help plan services and 30% responded that the information they receive is not easy to understand. Magellan 
recognizes that youth with developmental disabilities have complex needs and require enhanced management.   
 
CSoC members with developmental disabilities are identified in several ways. At the time of referral, eligibility is 
ǾŜǊƛŦƛŜŘ Ǿƛŀ ǘƘŜ [ƻǳƛǎƛŀƴŀ aŜŘƛŎŀƛŘ ǿŜōǎƛǘŜΣ ǿƘƛŎƘ ƛƴŎƭǳŘŜǎ ŀ ǊŜǇƻǊǘ ƻŦ ŀŎǘƛǾŜ h/55 ǿŀƛǾŜǊǎΦ aŀƎŜƭƭŀƴΩǎ 
Eligibility Specialist collaborates with Medicaid staff to manage members with dual waiver enrollment to ensure 
accessibility to all services.  Youth are next screened for intellectual and developmental disabilities during the 
CANS and IBHA assessment process. 
 
After they are identified, ongoing developmental needs are then monitored at least every 180 days using the 
Plan of Care (POC) Review Tool.  Using this tool, CSoC Care Managers identified 219 plans for youth that were 
classified as Chisholm and/or OCDD-waiver eligible from July to December of 2019. This represents 9.57% of the 
total plans reviewed during that time period (n=2288). Of those, only 36.07% were identified as receiving 
developmental disabilities services.  
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Developmental Disability Services Received by Eligible CSoC Youth 

 

 
Barriers 

Á Louisiana residents face significant wait lists to receive OCDD waiver services.   

Á Many families are unaware of the services available for citizens with developmental disabilities and how to apply for 
them. 

Á Families may require assistance to access, understand, and complete forms necessary to enroll in OCDD services. 

 
Interventions 

Á Care Managers collaborate with WAA staff to ensure that the complex needs of the youth and family are met through 
POC review and feedback, daily regional calls, and weekly clinical rounds. 

Á ²ƘŜƴ ŀ ƴŜŜŘ ƛǎ ƛŘŜƴǘƛŦƛŜŘΣ ǘƘŜ ƳŜƳōŜǊ ƛǎ ƭƛƴƪŜŘ ǘƻ aŀƎŜƭƭŀƴΩǎ {ǘŀǘŜ !ƎŜƴŎȅ [ƛŀƛǎƻƴ ŀƴŘ ŎƻƻǊŘƛƴŀǘƛƻƴ ǿƛǘƘ ǘƘŜƛǊ ²!! 
facilitator is initiated to ensure that the family has applied for appropriate OCDD waiver services.    

Á aŀƎŜƭƭŀƴΩǎ {ǘŀǘŜ !ƎŜƴŎȅ [ƛŀƛǎƻƴ ŎǊŜŀǘŜŘ ǊŜƎƛƻƴ-specific tip sheets for each wraparound agency that included contact 
information and details on how to make an OCDD referral. The tip sheet also summarized available waiver services and 
eligible population descriptions.   

Á The State Agency Liaison reviewed these tip sheets during the monthly CSoC clinical call and reviewed them with 
Magellan Care Managers.   

Á ¢ƘŜ /{ƻ/ {ŜƴƛƻǊ ¢ǊŀƛƴŜǊ ŜŘǳŎŀǘŜǎ ŀƭƭ ƴŜǿ ƘƛǊŜǎ ǘƻ aŀƎŜƭƭŀƴΩǎ Clinical Team on identifying eligibility for OCDD, 
availability of waiver services and programs, and how to assist WAAs in linking members. 

 
Recommendations for 2020 

Á Develop facilitator-specific training on youth with developmental disabilities that includes guidance on how to identify 
needed services and linking the family to them. 

Youth Involved with Child-Serving State Agencies 

aŜƳōŜǊǎ ŜƴǊƻƭƭŜŘ ƛƴ /{ƻ/ ŀǊŜ ƻŦǘŜƴ ƛƴǾƻƭǾŜŘ ƛƴ ƻƴŜ ƻǊ ƳƻǊŜ ƻŦ [ƻǳƛǎƛŀƴŀΩǎ ŎƘƛƭŘ-serving agencies, including the 
Department of Education (DOE), the Department of Children and Family Services (DCFS), and the Office of 

36.07%

63.93%

Receiving DD Services

Not Receiving DD Services
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Juvenile Justice (OJJ). CSoC brings all of these agencies together into one coordinated network to offer   
members the right services, at the right time, at the right level of intensity.  DCFS, DOE and OJJ all have 
representation on the CSoC Governance Board, which has oversight of the program and informs programmatic 
goals and activities.  
 
Over the past two years, CSoC youth with agency involvement has remained very steady, averaging 8.7% with 
DCFS involvement and 11.9% with OJJ involvement.  This consistency is highly desirable in a targeted, short-
term-high-touch program like CSoC. Given that most youth cycle through the program in approximately 12 
months, these markedly steady rates demonstrate continuous collaboration with state agencies that have come 
to trust the program with their most at-risk youth.  
 
Children living in out-of-home settings, such as in group homes or detention centers, have a substantially 
greater risk of mental health disorders, especially those associated with traumatic stress, such as abuse and 
neglect. Half of all youth in the child welfare system, and nearly 70% of youth in the juvenile justice system, have 
a diagnosable mental health disorder. Because of this, Magellan has a designated liaison to support coordination 
of care between providers and child-serving agencies to ensure the complex needs of these youth are 
addressed. The figure below illustrates the percentage of CSoC youth that are involved with DCFS, OJJ, or both.  
 

Members with Child-Serving Agency Involvement 

 

Youth Identifying as LGBTQ+ 

Although the specific sexual preference of our youth is not tracked, Magellan recognizes that lesbian, gay, 
bisexual, and transgender (LGBT) youth have higher rates of mental disorder diagnoses than other youth in 
national samples. Because of this, Magellan identified an emerging need for treatment guidance unique to this 
population. In Louisiana, approximately 3.9% of the population identify as lesbian, gay, bisexual, transgender, 
and/or questioning (LGBTQ+).  Many LGBTQ adolescents are happy and thrive during their teenage years. 
However, as a group they are more likely than their heterosexual peers to experience difficulties.  LGBTQ+ 
adolescents are at increased risk for bullying, suicide attempts, homelessness, and substance abuse.  

WY1Q3 WY1Q4 WY2Q1 WY2Q2 WY2Q3 WY2Q4 WY3Q1 WY3Q2

DCFS Involvement 8.5% 8.0% 8.3% 8.5% 8.1% 8.8% 10.3% 9.4%

JJ Involvement 11.6% 11.8% 12.0% 11.6% 12.1% 12.2% 12.5% 11.5%

DCFS and JJ Involvement1.4% 1.0% 0.9% 1.1% 1.4% 1.5% 1.6% 1.0%
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In April 2019, Magellan developed a training entitled Serving & Supporting LGBTQ+ Youth in CSoC.  All Certified 
Providers were required to attend a live video-conference training and attest to their participation.  An 
attendance rŀǘŜ ƻŦ млл҈ ƻŦ ŀƭƭ aŀƎŜƭƭŀƴ ŀǎǎŜǎǎƻǊǎ ǿŀǎ ŀŎƘƛŜǾŜŘΦ ¢ƘŜ ǘǊŀƛƴƛƴƎ ǿŀǎ ǘƘŜƴ ǳǇƭƻŀŘŜŘ ǘƻ aŀƎŜƭƭŀƴΩǎ 
provider website and is now included in the set of cultural competency trainings required of all new providers.  
The training provided an overview of this subpopulation and highlighted the unique mental health challenges 
faced by LGBTQ+ individuals.  Information was incorporated from a wealth of sources with the goal of opening 
the door for future education and discussion. Magellan understands that this presentation will need regular 
updates to both stay current and include new guidance and therapeutic techniques for providers. 

Social Determinates of Health    

Social determinates of health are the economic and social conditions in which individuals are born, grow, and 
live.  These conditions play a significant role in physical health outcomes, quality of life, safety, access to 
resources and education, and mental well-being.  CSoC youth and families face these societal challenges daily. 
The Child and Adolescent Needs and Strengths (CANS) is administered at enrollment and every 180 days 
thereafter.  The assessment includes identification of specific social determinants of health impacting each 
youth and family. Magellan uses CANS data to identify areas of need for our membership and monitor 
effectiveness of the program to support youth and families in resolving those needs. The following social 
determinants were determined to be relevant to the CSoC membership: 

Á Housing 

Á Relationship Stability 

Á Education and Literacy 

Á Stress 

Á Exposure to Crime 

Á Coping Skills/Resiliency 

Á Educational Opportunities 

Á Recreation 

Á Community Integration 

Á Social Supports 

 
Housing 
In 2015, the Louisiana Housing Authority conducted an assessment to shed light on housing disparities in the 
state. They looked specifically at how availability and affordability affect the most vulnerable populations 
including homeless families, rural residents, and low-income households. The CSoC program is administered 
through Louisiana Medicaid, in which eligibility is based on household income.  Therefore, CSoC families are 
particularly vulnerable to income-relating housing disparities. Magellan monitors housing needs through CANS 
caregiver item Residential Stability, which asseǎǎŜǎ ŀ ŦŀƳƛƭȅΩǎ ƘƛǎǘƻǊȅ ƻŦ ƘƻƳŜƭŜǎǎƴŜǎǎΣ ǘƘŜƛǊ ŦǊŜǉǳŜƴŎȅ ƻŦ ƳƻǾƛƴƎ 
households, and their perception of housing stability in the foreseeable future.  
 
Relationship Stability 
CSoC enrollment requires that youth be currently in or at risk of out-of-home placement, resulting in separation 
from family and community.  Many youths in CSoC face the absence of a stable relationship with their parents or 
caregivers for a variety of reasons including incarceration, separation, divorce, removal from the home, and 

QI 09, Element A, Factor 1 
 



CSoC Unit 
Quality Improvement ς Clinical Management Program Evaluation 

01/01/2019ҍ12/31/2019 
 

CSoC Unit QIC Approval Date ˪  03/19/2020  

Confidential, Proprietary and Trade Secret Information.                                                                                                                                          Page 23 | 193 

death. One way in which CSoC youth are assessed for need in this area is through the CANS Youth Strength item 
Relationship Permanence. Youth are assessed by a licensed clinician to evaluate the number, strength, and 
permanency of their relationship to one or more caregivers. 
 
Education and Literacy 
Annual rankings by the United Health Foundation place Louisiana at 47th in the nation for rates of High School 
graduation, with an overall rate in 2018 of just 78.1%. Youth with mental and behavioral disorders face unique 
challenges in the school setting and may require specialized interventions to achieve at the same level as their 
peers.  Youth are often referred to CSoC by those in educational institutions including teachers, principals, 
school counselors, and truancy monitoring entities. The educational needs of CSoC youth are assessed in 
multiple ways, but the most comprehensive measure is the CANS Life Domain Functioning Item School. Based on 
ŀƴ ŀǎǎŜǎǎƻǊΩǎ ǊŀǘƛƴƎ ƻŦ ǘƘƛǎ ƛǘŜƳΣ ǿƘƛŎƘ ŜȄŀƳƛƴŜǎ ƻǾŜǊŀƭƭ ǎŎƘƻƻƭ ǇŜǊŦƻǊƳŀƴŎŜΣ ŀƴ ŀŘŘƛǘƛƻƴŀƭ ŀǎǎŜǎǎƳŜƴǘ ƳƻŘǳƭŜ 
is triggered if problems are identified.  That module then assesses a yoǳǘƘΩǎ ǎŎƘƻƻƭ ƴŜŜŘǎ ƛƴ ƎǊŜŀǘŜǊ ŘŜǘŀƛƭ ǘƻ 
direct treatment planning and guide individualized care.  
 
Exposure to Crime 
Annual rankings by the United Health Foundation place Louisiana at 45th in the nation for violent crime, with an 
incidence of 538 offenses per 100,000 residents.  Exposure to community violence and the potential for 
victimization impacts youth in many ways and families living in low-income areas experiences higher rates of 
crime than do those residing in wealthier areas. The CANS item in the Caregiver Needs section called Safety 
assesses household and neighborhood security.  A rating of this need as actionable would indicate that the 
youth is in some danger from individuals in the physical vicinity of their home.   
 
Stress 
In Louisiana, 15.7% ƻŦ ǘƘŜ ŀŘǳƭǘ ǇƻǇǳƭŀǘƛƻƴ ǊŜǇƻǊǘ ŜȄǇŜǊƛŜƴŎƛƴƎ άŦǊŜǉǳŜƴǘ ƳŜƴǘŀƭ ŘƛǎǘǊŜǎǎΣέ ǊŀƴƪƛƴƎ псth in the 
nation for this measure.  Stress has been widely shown to have negative impact on physical health, social 
relationships, educational performance, and many other aspects of life functioning.  Families enrolled in CSoC 
typically enter the program after a number of stressful events have transpired including diagnosis of severe 
mental disorder, psychiatric hospitalization, involvement with government agencies, family separations, and 
failure of previous treatments. One way in which the impact of these events is assessed is through the CANS 
Caregiver Family Stress item, which evaluates if the caregiver is able to manage the level of stress associated 
with the needs of their youth. A rating that indicates a need for action conveys that stress is interfering with or 
preventing the ability of the caregiver to parent entirely. 
 
Access to Educational Opportunities 
aŀƴȅ ǎƻŎƛŀƭ ŀƴŘ ŜŎƻƴƻƳƛŎ ŦŀŎǘƻǊǎ Ŏŀƴ ƛƳǇŀŎǘ ŀƴ ƛƴǎǘƛǘǳǘƛƻƴΩǎ ŀōƛƭƛǘȅ ǘƻ ŜŘǳŎŀǘŜ ƛǘǎ ǎǘǳŘŜƴǘǎΣ ƛƴŎƭǳŘƛƴƎ ŀŘŜǉǳŀǘŜ 
staffing, presence of special education programs, geographic location, teacher to student ratios, and state 
funding. The CANS Youth Strength item Education ŜǾŀƭǳŀǘŜǎ ǘƘŜ ŘŜƎǊŜŜ ǘƻ ǿƘƛŎƘ ŀ ȅƻǳǘƘΩǎ ǎŎƘƻƻƭ ŀŘŘǊŜǎǎŜǎ 
their educational needs.  An assessment that indicates that a school lacks the ability to adequately address those 
needs triggers specific actions on the part of the Child and Family Team. 
 
Recreation 
A key component in assessing social determinants of health is to identify healthy behaviors that contribute to 
overall physical and mental well-being.  Magellan not only evaluates the needs of CSoC youth and families, but 
also their strengths.  Areas where members excel can be leveraged to accentuate and personalize behavioral 
health treatment.  One healthy behavior that is measured via the CANS is the Youth Strength item Talents & 
Interests. CANS ratings that evidence significant strength in this area indicate that a youth has identified talents, 
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interests, or hobbies that provide him or her with pleasure and positive self-esteem. An absence of talents, 
interests, or hobbies is considered an actionable need that must be addressed in the Plan of Care.   
 
Community Integration 
LƴǘŜƎǊŀǘƛƻƴ ƛƴǘƻ ƻƴŜΩǎ ŎƻƳƳǳƴƛǘȅ ƛǎ ǘƘŜ ŦƻǳƴŘŀǘƛƻƴ ƻŦ ǘƘŜ /{ƻ/ ƳƻŘŜƭ ŦƻǊ ǇǊƻǾƛŘƛƴƎ ƘƻƳŜ ŀƴŘ ŎƻƳƳǳƴƛǘȅ-
based care.  The CANS Youth strength item Community Life assesses the youtƘΩǎ ƭŜǾŜƭ ƻŦ ƛƴǘŜƎǊŀǘƛƻƴ ƛƴǘƻ Ƙƛǎ ƻǊ 
ƘŜǊ ŎƻƳƳǳƴƛǘȅΦ  ¢ƘŜ ǊŀǘƛƴƎ ŦƻǊ ǘƘƛǎ ƳŜŀǎǳǊŜ ƛǎ ōŀǎŜŘ ƻƴ ǘƘŜ ȅƻǳǘƘΩǎ ƛŘŜƴǘƛŦƛŎŀǘƛƻƴ ŀǎ ōŜƛƴƎ ŀ ǇŀǊǘ ƻŦ ŀ 
community, involvement with community organizations, and positive feelings about his or her role within that 
community. 
 
Access to Social Supports 
The wraparound model is built on a team-based approach. Caregivers of youth with severe mental and 
behavioral problems can often feel isolated, misunderstood, and unable to connect socially.  Magellan prioritizes 
the building of a social support network for families that they can rely on well after discharge from the CSoC 
ǇǊƻƎǊŀƳΦ  ! ŎŀǊŜƎƛǾŜǊΩǎ ƭŜǾŜƭ ƻŦ ǎǳǇǇƻǊǘ ƛǎ ŀǎǎŜǎǎŜŘ Ǿƛŀ ǘƘŜ /!b{ /ŀǊŜƎƛǾŜǊ ƛǘŜƳ Social Resources.  This evaluates 
whether or not a caregiver has significant social ties to family, friends, neighbors, or other social networks that 
actively help in the raising of their child.  
 
Coping Skills 
A key component of behavioral and mental health treatment consists of replacing maladaptive thoughts and 
actions with positive ones. Because of the intense, targeted nature of the CSoC program, developing effective 
coping skills is paramount to successful outcomes. Individuals with effective coping skills are self-reliant, able to 
problem-solve, and are better equipped to make informed decisions about their lives.  The CANS Youth Strength 
item Resiliency assesses the level to which a youth is able to identify and utilize their internal strengths and 
resources.  Lower rankings of need on this item indicate a youth who is able to successfully manage difficult 
challenges in life by utilizing positive coping skills. 
   
Analysis 
Effectiveness of CSoC in reducing the negative impacts of social determinants is monitored by comparing the 
prevalence rates of actionable need and strengths items at the initial and discharge CANS assessments.  An 
actionable need is defined as a CANS item with a rating of 2 or 3.  Items with these ratings indicate that 
treatment or intervention is required by the youth and/or family.  Evidence that actionable needs are being 
addressed Ƴǳǎǘ ōŜ ǇǊŜǎŜƴǘ ƻƴ ǘƘŜ ȅƻǳǘƘΩǎ tƭŀƴ ƻŦ /ŀǊŜ όth/ύΣ ǿƘƛŎƘ ƛǎ ǊŜǾƛŜǿŜŘ ōȅ ŀ ƭƛŎŜƴǎŜŘ ŎƭƛƴƛŎƛŀƴΦ ¢ƘŜ 
figure below shows the change in prevalence of actionable needs in each of the chosen social determinates of 
health categories in 2018-2019.  Prevalence of actionable needs identified on the CANS was markedly reduced 
from initial to discharge assessments on Family Stress, School, and Social Resources items.  The most significant 
reduction in need was seen in Social Resources, which fell by 43.1 percentage points.  Areas of need that did not 
ǎƘƻǿ ƴƻǘŀōƭŜ ŎƘŀƴƎŜ ǿŜǊŜ {ŀŦŜǘȅ ŀƴŘ wŜǎƛŘŜƴǘƛŀƭ {ǘŀōƛƭƛǘȅΦ  !ǎ ǘƘŜǎŜ ƛǘŜƳǎ ǊŜƭŀǘŜ ǘƻ ŀ ŦŀƳƛƭȅΩǎ ǎƻŎƛƻŜŎƻƴƻƳƛŎ 
status, housing opportunities, and regional crime statistics, there is less opportunity for therapeutic 
intervention.  Instead, strategies can be enacted by the CFT to increase youth and family strengths that can 
serve as protective social determinates of health. 
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Reduction in Prevalence of Actionable Needs 

 

For CANS strength items, actionable ratings indicate that a youth or family lacks a strength that would be 
protective or of benefit to their mental, physical, and/or social well-being.  The WAA team works to increase 
strengths through treatment planning and intervention.  A reduction in rating indicates that a strength has been 
successfully cultivated and can now be utilized in daily life.  From initial assessment to discharge, improvement 
was seen across all the selected strength measures.  The greatest change was observed in resiliency, with 
84.02% of youth evidencing need for increased resiliency at their intake assessment and only 51.46% at 
discharge.  Another significant protective factor that was increased was youth talents and interests.  At the 
initial assessment, 67.49% of CSoC youth needed to significantly increase their ability to identify subjects and 
activities that positively impact their self-esteem and sense of purpose.  At the time of discharge, this prevalence 
rate was reduced to 41.02%, a reduction of 26.88 percentage points.   
 

Improvements in Strength Items 

 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

School

 Social Resources

Res. Stability

Family Stress

Safety

School  Social Resources Res. Stability Family Stress Safety

Initial Prevalence 80.8% 63.6% 5.6% 86.0% 1.7%

Discharge Prevalence 39.5% 35.3% 6.2% 42.9% 2.0%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90%

Educational

Talents/Interests

Community Life

Relationship Permanance

Resiliency

Educational Talents/Interests Community Life
Relationship
Permanance

Resiliency

Initial Prevalence 58.88% 67.49% 75.78% 49.09% 84.02%

Discharge Prevalence 31.56% 41.02% 51.96% 34.69% 51.46%
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Interventions 

Á All CSoC youth are screened for substance use issues through the CANS and the Individual Behavioral Health 
Assessment (IBHA) at their initial intake and every 180 days thereafter.   

Á The Plan of Care (POC) Review Tool is used to identify actionable needs for youth and families and ensure that they are 
met through services provided. Magellan Care Managers monitor all member POCs at a minimum of every 180 days to 
ensure that any actionable needs are addressed on the plan.  

Á Members are surveyed on a monthly basis to ensure they are receiving services in the frequency, type, and duration 
necessary to meet their needs. For any member that reports they are not receiving the services necessary to meet their 
needs, specific remedial actions are required of their WAA facilitator.   

Health Disparities in the CSoC Population 

Along with social determinants of health, it is also important to evaluate the potential impact of mental health 
disparities for Louisiana youth and families.  Various studies have identified disparities in access, use, and quality 
in behavioral health services among minority populations, individuals of low socioeconomic status, and those 
residing in rural areas.  Additionally, these individuals may experience symptoms that are undiagnosed, under-
diagnosed, or misdiagnosed for cultural, linguistic, or historical reasons.   The membership of the Coordinated 
System of Care (CSoC) is composed of youth in Louisiana that are particularly vulnerable to disparities in 
healthcare.   
 
To qualify for enrollment, a youth must have significant behavioral problems that significantly interfere with 
their ability to function at home, at school, and/or in the community.  Youth enter the CSoC program through a 
telephonic referral and an accompanying screening.  Youth are referred by many difference sources, among 
them caregivers, teachers, doctors, counselors. A significant number of referrals to CSoC come from state 
agencies such as the Department of Children & Family Services (DCFS) and the Office of Juvenile Justice (OJJ). 
CSoC youth are treated for a variety of severe mental illnesses including Depression, Anxiety, PTSD, ADHD, 
Conduct Disorder, and Oppositional Defiant Disorder. 
 

Depression is one of the most prevalent mental health disorders in America. A 2016 study by the National 
Institutes for Mental Health estimated that 3.1 million adolescents aged 12 to 17 had at least one major 
depressive episode. This number represented 12.8% of the US population aged 12-17. Symptoms of depression 
often differ in youth and adults.  Rather than internalizing behaviors such as social isolation, anhedonia, low 
energy levels, and crying spells, depression in adolescents often presents as externalizing-type behaviors.  These 
include agitation, irritability, decreased attention span, complaints of physical pain, and angry outbursts. 
Diagnosis guides providers towards certain treatment modalities and interventions. In the case of depression, 
failure to properly identify and treat it has potentially devastating consequences, including youth self-harm and 
suicide.   

Although many factors contributing to disparities in mental health care are beyond the control of Magellan, we 
chose to take a closer look at clinical diagnostic prevalence to examine what mental health disparities for CSoC 
youth and families might exist. Because CSoC youth and families receive a comprehensive assessment by a 
Certified Provider that is credentialed and contracted by Magellan at enrollment and every 180-days thereafter, 
we chose to explore trends in actionable needs and diagnostic prevalence among CSoC youth.  

Methodology 
In order to examine disparities between primary diagnoses of males and females in CSoC, an analysis was 
conducted of the entire CSoC population between January 1, 2018 and December 31, 2019.  Two CANS items, 
{ǳƛŎƛŘŜ wƛǎƪ ŀƴŘ 5ŜǇǊŜǎǎƛƻƴΣ ǿŜǊŜ ŎƘƻǎŜƴ ŦƻǊ ŎƻƳǇŀǊƛǎƻƴ ǿƛǘƘ ȅƻǳǘƘǎΩ ǇǊƛƳŀǊȅ ŘƛŀƎƴƻǎŜǎΦ ¸ƻǳǘƘ ƛƴŎƭǳŘŜŘ ƛƴ ǘƘŜ 
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CANS items assessment received a rating of 2 or 3 on the designated item by the licensed clinician who 
conducted the assessment. These ratings are referred to as actionable needs, indicating that they require 
ƛƴǘŜǊǾŜƴǘƛƻƴ ŀƴŘ ǘƘŀǘ ǘƘŜ ȅƻǳǘƘΩǎ ŀŎŎƻƳǇŀƴȅƛƴƎ th/ Ƴǳǎǘ ƛƴŎƭǳŘŜ ǎŀǘƛǎŦŀŎǘƻǊȅ ǎǘǊŀǘŜƎƛŜǎ ǘƻ ŀŘŘǊŜǎǎ ǘƘŜ ƴŜŜŘΦ   
 
tŜǊ ǘƘŜ /!b{ ƳŀƴǳŀƭΣ ŎƭŜŀǊ ŜǾƛŘŜƴŎŜ ƻŦ ŘŜǇǊŜǎǎŜŘ ƳƻƻŘ ǘƘŀǘ ƛǎ ǎƛƎƴƛŦƛŎŀƴǘƭȅ ƛƴǘŜǊŦŜǊƛƴƎ ƛƴ ǘƘŜ ȅƻǳǘƘΩǎ ƭƛŦŜ Ƴǳǎǘ 
be present for the assessor to give a rating of 2 on this item.  A rating of 3 is given when there is clear evidence 
ƻŦ ŀ ŘƛǎŀōƭƛƴƎ ƭŜǾŜƭ ƻŦ ŘŜǇǊŜǎǎƛƻƴ ǘƘŀǘ ƳŀƪŜǎ ƛǘ άǾƛǊǘǳŀƭƭȅ ƛƳǇƻǎǎƛōƭŜέ ŦƻǊ ǘƘŜ ȅƻǳǘƘ ǘƻ ŦǳƴŎǘƛƻƴ ƛƴ ŀƴȅ ƭƛŦŜ ŘƻƳŀƛƴΦ 
A CANS rating of 2 on the Suicide Risk item indicates that the youth being assessed has had suicidal ideations or 
made a suicidal gesture recently, while a rating of 3 indicates current suicidal thoughts and intentions or current 
command-type hallucinations to harm oneself.  Therefore, actionable ratings on one or both of these items 
indicates a level of severity that likely warrants an associated mental health diagnosis. 
 
To examine this connection, an analysis was conducted of the same population to identify the prevalence of two 
primary diagnoses: those associated with externalizing-type symptoms (Conduct Disorder, Oppositional Defiant 
Disorder, and Impulse Control Disorder) and those associated with internalizing-type symptoms, depressive 
disorders. 
 
Analysis  
The analysis revealed gender disparities between CANS ratings, which reflect the current observations of a 
licensed practitioner, and the prevalence of the clinical diagnosis associated with that symptomology. On the 
CANS Depression item, 24.60% of males and 45.90% of females received actionable ratings, indicating a level of 
depression that impacts ability to function in at least one life domain (n=4387). On the CANS Suicide Risk item, 
46.80% of females and 30.30% of males were assessed to have recent or current suicidal ideations or gestures.  
However, while 22.50% of females had a primary diagnosis of a depressive disorder, only 7.40% of males did, a 
discrepancy of 15.1 percentage points.  Less discrepancy was observed in the prevalence of diagnoses associated 
with externalizing behaviors, with 14.6% of males and 10.9% of females having a primary diagnosis of CD, ODD, 
or ICD.  Further analysis of youth primarily diagnosed with depressive disorders reveals additional disparities 
across race.   

 
Gender Differences in CANS Actionable Needs Items and Diagnosis 

 

CANS: Suicide Risk CANS: Depression Dx: CD, ODD, ICD Dx: Depression

All 37.00% 33.20% 13.10% 13.50%

Male 30.30% 24.60% 14.60% 7.40%

Female 46.80% 45.90% 10.90% 22.50%
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Gender and Racial Differences in Depression Diagnosis 

 

 

Of white females, 51.30% received CANS depression ratings of 2 or 3, while the prevalence of Depression 
diagnosis was 28.30% for the same group.  Of black females, 42.30% evidenced actionable need on the CANS 
depression item, while only 19.20% had a corresponding primary diagnosis relating to depression.  Likewise, a 
disparity existed among males in CSoC.  While 28.50% of white males and 21.20% of black males were assessed 
to have significant symptoms of depression, only 8.50% and 6.20% received corresponding primary Depression 
diagnoses, respectively. 
 
This analysis showed that, while disparities in mental health care do exist across race in general, race does not 
appear to be a confounding variable in the CSoC population.  Rather, a gap exists between the presence of 
ǎƛƎƴƛŦƛŎŀƴǘ ŘŜǇǊŜǎǎƛǾŜ ǎȅƳǇǘƻƳǎ ŀƴŘ ŀ ǊŜƭŀǘŜŘ ŘƛŀƎƴƻǎƛǎ ǊŜƎŀǊŘƭŜǎǎ ƻŦ ŀ ȅƻǳǘƘΩǎ ŘŜƳƻƎǊŀǇƘƛŎ ƛƴŦƻǊƳŀǘƛƻƴΦ   
 
Barriers 

Á Reporting capabilities werŜ ƭƛƳƛǘŜŘ ǘƻ ŜȄŀƳƛƴŀǘƛƻƴ ƻŦ ȅƻǳǘƘΩǎ ǇǊƛƳŀǊȅ ōŜƘŀǾƛƻǊŀƭ ƘŜŀƭǘƘ ŘƛŀƎƴƻǎƛǎΦ  {ŜŎƻƴŘŀǊȅ ƻǊ άǊǳƭŜ-
ƻǳǘέ ŘƛŀƎƴƻǎŜǎ ǿŜǊŜ ƴƻǘ ŎŀǇǘǳǊŜŘΦ  aŀƴȅ /{ƻ/ ȅƻǳǘƘ ƘŀǾŜ Ŏƻ-occurring disorders and this is worthy of further 
investigation in the future. 

Á Given that CSoC eligibility criteria requires an existing mental health condition, youth entering the program have 
diagnoses received prior to their initial assessment by CSoC-specific providers. A 2019 barrier analysis found that, when 
providers initiate treatment with CSoC youth, they often failed to complete a thorough biopsychosocial assessment to 
ŎƻƴŦƛǊƳ ŀ ȅƻǳǘƘΩǎ ŜȄƛǎǘƛƴƎ ŘƛŀƎƴƻǎƛǎ ōŀǎŜŘ ƻƴ 5{a-5 criteria. 

Á Approximately 15% of CSoC youth are referred by OJJ, indicating the existence of legal/criminal charges.  Therefore, the 
ȅƻǳǘƘΩǎ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ŘƛŀƎƴƻǎƛǎ ŀǘ ǊŜŦŜǊǊŀƭ ƭƛƪŜƭȅ ǊŜŦƭŜŎǘǎ ƴŜƎŀǘƛǾŜ ŜȄǘŜǊƴŀƭƛȊƛƴƎ-type behaviors. 

Á !ǘ ǘƘŜ ǘƛƳŜ ƻŦ ŀƴ ƛƴƛǘƛŀƭ ŀǎǎŜǎǎƳŜƴǘΣ ǘƘŜ ŎƭƛƴƛŎƛŀƴ ƎŀǘƘŜǊǎ ƘƛǎǘƻǊƛŎ ƛƴŦƻǊƳŀǘƛƻƴ ŀōƻǳǘ ŀ ȅƻǳǘƘΩǎ ǎȅƳǇǘƻƳƻƭƻƎȅ ŀƴŘ 
treatment history.  An assessor may not feeƭ ŎƻƳŦƻǊǘŀōƭŜ ŎƘŀƴƎƛƴƎ ŀ ȅƻǳǘƘΩǎ ŜȄƛǎǘƛƴƎ ŘƛŀƎƴƻǎƛǎ ǳƴǘƛƭ ǘƘŜȅ ƘŀǾŜ ƘŀŘ 
more interaction with the youth at subsequent reassessments.   

 
Interventions  

Á All CSoC youth are assessed by a licensed practitioner using the CANS and the Individual Behavioral IBHA at their initial 
intake and every 180 days thereafter.   

Depression: Actionable Need Depression: Diagnosis

Female: Black/Afr-Am 42.30% 19.20%

Female: White 51.30% 28.30%

Male: Black/Afr-Am 21.20% 6.20%

Male: White 28.50% 8.50%
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Á The Plan of Care (POC) Review Tool is used to identify actionable needs for youth and families and ensure that they are 
met through services provided. Magellan Care Managers monitor all member POCs at a min of every 180 days to 
ŜǾŀƭǳŀǘŜ ǘƘŀǘ ǎǘǊŀǘŜƎƛŜǎ ŀƴŘ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ŀǊŜ ŎƻƴǎƛǎǘŜƴǘ ǿƛǘƘ ǘƘŜ ȅƻǳǘƘΩǎ ǊŜǇƻǊǘŜŘ ŘƛŀƎƴƻǎƛǎ ŀƴŘ ŎǳǊǊŜƴǘ ƳŜŘƛŎŀǘƛƻƴǎΦ  

Á Magellan identified the need to engage our Mental Health Rehabilitation (MHR) providers in a way that enhances 
treatment by using evidence-based practices. 

Á hƴ WŀƴǳŀǊȅ ноΣ нлнлΣ aŀƎŜƭƭŀƴΩǎ aŜŘƛŎŀƭ 5ƛǊŜŎǘƻǊ ŎƻƴŘǳŎǘŜŘ ŀ ǘǊŀƛƴƛƴƎ ŜƴǘƛǘƭŜŘ DǳƛŘŜŘ  
Workbook Therapy during the monthly provider call.  This included clinical guidance on diagnostic criteria and unique 
symptom presentation of depression, anxiety, and trauma in youth populations.   

Á An evidence-based workbook entitled CBT Toolbox for Children & Adolescents was collaboratively chosen by quality, 
clinical, and network departments with direct input from WAAs and Louisiana providers.  It includes strategic cognitive-
behavioral interventions for common childhood disorders including Depression, Anxiety, and Conduct Disorder.  

Á In 2019, Magellan introduced the use of the PHQ-9 and the Moods and Feelings Questionnaire, the most common 
screening tools for assessing depression.  All Certified Providers were trained on its use.  Magellan recommended that 
it be administerŜŘ ŀǘ ŜǾŜǊȅ ƛƴƛǘƛŀƭ ŀǎǎŜǎǎƳŜƴǘ ŀƴŘ ǘƘŀǘ ǘƘŜ ǊŜǎǳƭǘǎ ōŜ ǊŜǇƻǊǘŜŘ ƛƴ ǘƘŜ ȅƻǳǘƘΩǎ L.I!Φ 

Á Additionally, Magellan trained all Certified Providers and WAA staff on the use of the Adverse Childhood Experiences 
screening to identify trauma. 

Á aŀƎŜƭƭŀƴΩǎ ǿŜōǎƛǘŜ Ǉǳōƭƛshes a Behavioral Health Toolkit for Providers which includes educational materials, screening 
ǘƻƻƭǎΣ /tDΩǎΣ ŀƴŘ ǇǊŜǎŎǊƛōƛƴƎ ƎǳƛŘŜƭƛƴŜǎ ŦƻǊ ǾŀǊƛƻǳǎ ōŜƘŀǾƛƻǊŀƭ ƘŜŀƭǘƘ ŎƻƴŘƛǘƛƻƴǎ ƛƴŎƭǳŘƛƴƎ 5ŜǇǊŜǎǎƛƻƴΦ 

 
Recommendations for 2020 

Á As of January 2020, Magellan published updated Clinical Practice Guideline standards to the Magellan of Louisiana 
website. 

Á Increase awareness of potential areas of mismatch of symptoms and diagnosis through the CANS. 

Á 9ƴƘŀƴŎŜ ǿŜōǎƛǘŜ ǘƻ ƛƴŎƭǳŘŜ {!aI{!Ωǎ ¢ǊŜŀǘƳŜƴǘ LƳǇǊƻǾŜƳŜƴǘ tǊƻǘƻŎƻƭ ό¢LP) for Improving Cultural Competence and 
Trauma-Informed Care in Behavioral Health Services. Send provider communications to inform providers of 
enhancements. 

Á Develop an article to be included in an upcoming provider newsletter that provides education on the importance of the 
diagnosis-treatment match in order to effectively coordinate treatment across providers. 

Á Develop a training for parent support specialists from the Family Support Organization (FSO) to assist parents in 
understanding depression and trauma, especially the phenomenon of generational trauma. Training will include 
guidance on recognizing internalizing and externalizing behaviors, re-thinking negative coping mechanisms, and 
enhance communication skills for parents to be better able to express their needs. 

Member Needs Assessment  

The QIC conducts ongoing qualitative and quantitative analysis of member and provider demographics, special 
needs (i.e., SED/SMI, child/adolescent, developmental disabilities, social determinants of health, health 
disparities) and member experience of care presented in this section to ensure the adequacy of the network in 
meeting the needs of our members.  
 
Some of the key member and provider characteristics assessed in 2019 included: 

Á The CSoC population is composed entirely of youth, with the 83.98% of members between the ages of eight and 
seventeen. 

Á Males account for the majority of CSoC youth, comprising 59.68% of the total enrollment. 

Á Black/African American youth account for 56.48% of the total enrollment.  

QI 04, Element A, Factors 1 & 2 
QI 09, Element B, Factors 1˪3 
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Á ADHD is the most prevalent primary diagnosis of youth enrolled in CSoC, accounting for approximately 37% of total 
enrollment. 

Á The majority of CSoC providers (57.61%) identify as White/non-Hispanic and speak English as their primary language 
(98.63%). 

Á Developmental Disability Services are received by 36.07% of CSoC membership. 

Á The percentage of CSoC youth involved with a child-serving state agency has remained steady overtime. As of the most 
recent evaluation, 9.4% and 11.5% of youth had DCFS or OJJ involvement, respectively. 

Á The 2019 Provider Satisfaction Survey found that 93.8% of providers report overall satisfaction with Magellan. 

Á 5ǳǊƛƴƎ ǘƘŜ нлмф CƛŘŜƭƛǘȅ {ǳǊǾŜȅΣ фуΦфс҈ ƻŦ ŎŀǊŜƎƛǾŜǊǎ ǊŜǇƻǊǘŜŘ ǘƘŀǘ ŘŜŎƛǎƛƻƴǎ ƻŦ ŎŀǊŜ ŀǊŜ ƳŀŘŜ ōŀǎŜŘ ƻƴ ǘƘŜ ŦŀƳƛƭȅΩǎ 
input. 

 
Along with assessing member and provider demographic data, Magellan also implements a multi-dimensional 
monitoring process to ensure members have access to culturally competent services from all perspectives of 
care, which includes the following activities: 

Á Requests for Interpretative/Translation Services: In 2019, we received and processed nine requests for interpretive or 
translation services, all of which were for Spanish to English translations. 

Á Member Grievances: We received no reported grievances involving cultural needs. 

Á Plan of Care (POC) Review - Family Story: aŀƎŜƭƭŀƴ /ŀǊŜ aŀƴŀƎŜǊǎ ǊŜǾƛŜǿ ƳŜƳōŜǊǎΩ CŀƳƛƭȅ {ǘƻǊƛŜǎ ǘƘǊƻǳƎƘ ƻǳǊ Ǌƻōǳǎǘ 
ŎƭƛƴƛŎŀƭ tƭŀƴ ƻŦ /ŀǊŜ όth/ύ ƳƻƴƛǘƻǊƛƴƎ ǇǊƻŎŜǎǎ ǘƻ ŜƴǎǳǊŜ ǘƘŀǘ ǘƘŜ ŦŀƳƛƭȅΩǎ Ŏǳƭǘure is evidenced in the POC.  This is 
ŀŎŎƻƳǇƭƛǎƘŜŘ Ǿƛŀ ǇǊƻƳǇǘǎ ǿƛǘƘƛƴ ǘƘŜ th/ wŜǾƛŜǿ ¢ƻƻƭ ǘƻ ŜƴǎǳǊŜ ǎǘǊŀǘŜƎƛŜǎ ŀǊŜ ǳƴƛǉǳŜ ǘƻ ǘƘŜ ŦŀƳƛƭȅΩǎ ŎǳƭǘǳǊŜΣ ǎƪƛƭƭǎΣ ŀƴŘ 
abilities at the plan development, plan implementation, and refinement phases.  

Á POC Review ς Strategies. aŀƎŜƭƭŀƴΩǎ ŎƭƛƴƛŎŀƭ ǘŜŀƳ ŜƴǎǳǊŜǎ ǘƘŀǘ th/ǎ ƛƴŎƭǳŘŜ ŀ ǎǘǊŀǘŜƎȅ ǘƻ ŀŘŘǊŜǎǎ ŀƴȅ ƛŘŜƴǘƛŦƛŜŘ 
acculturation needs that rated are as actionable on the Child and Adolescent Needs and Strengths (CANS) assessment. 
Ongoing monitoring of the CANS and POC then ƻŎŎǳǊ ǘƘǊƻǳƎƘƻǳǘ ŀ ȅƻǳǘƘΩǎ ŜƴǊƻƭƭƳŜƴǘ ǘƻ ŜƴǎǳǊŜ ǘƘŀǘ ŀƴȅ ƴŜŜŘ ƛǎ 
ŀŘŘǊŜǎǎŜŘ ǘƘǊƻǳƎƘ ǊŜƎǳƭŀǊ ƳŀƴŀƎŜƳŜƴǘ ŀƴŘ ǊŜǾƛŜǿ ƻŦ ǘƘŜ th/Φ  ¢ƘŜ ȅƻǳǘƘ ŀƴŘ ŦŀƳƛƭȅΩǎ ŎǳƭǘǳǊŜ ŀǊŜ ƳƻƴƛǘƻǊŜŘ ƛƴ ōƻǘƘ 
the strategies within the POC and within in the crisis plan. The most recent POC Review Tool reporting (07/1/2019-
12/31/2019) showed that, for the POC item verifying that strategies are unique to the youth and family culture, skills, 
and abilities, 1555, or 68.08% of reviews scored above the minimum threshold, 726, or 31.79% met minimum 
threshold, and 12, or 0.13%, did not meet minimum requirements. The crisis plan item included in the POC Review Tool 
showed that 1196, or 52.39%, scored above the minimum threshold, 1063, or 46.56%, met minimum threshold and 24, 
or 1.05%, did not appǊƻǇǊƛŀǘŜƭȅ ŀŘŘǊŜǎǎ ǘƘŜ ȅƻǳǘƘ ŀƴŘ ŦŀƳƛƭȅΩǎ ŎǳƭǘǳǊŜΣ ǇǊŜŦŜǊŜƴŎŜǎΣ ǎǘǊŜƴƎǘƘǎΣ ŀƴŘ ƴŜŜŘǎΦ th/ǎ ǘƘŀǘ Řƻ 
not meet minimum requirements receive only partial authorizations and are returned to the WAA for correction and 
resubmission. The analysis of these POC items provides strong evidence that youth and family culture is supported and 
valued. 

POC Review Tool - Youth and Family Culture Items 

Level of Performance POC Strategies Percent 
Crisis Plan 
Strategies 

Percent 

Below Minimum Threshold 3 0.13% 24 1.05% 
Achieved Minimum 

Threshold 
726 31.79% 1063 46.56% 

Above Minimum Threshold 1555 68.08% 1196 52.39% 

Total 2284 100.00% 2283 100.00% 

 

Á Member Experience of Care Survey. The recognition of family voice and choice is one of the guiding principles that 
truly separates ²ǊŀǇŀǊƻǳƴŘ ŦǊƻƳ ƻǘƘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎΦ CŀƳƛƭȅ ǾƻƛŎŜ ŀƴŘ ŎƘƻƛŎŜ ŜƳǇƘŀǎƛȊŜǎ ǘƘŀǘ ǘƘŜ ŦŀƳƛƭȅΩǎ 
preferences should guide all aspects of care. The 2019 Member Experience of Care Survey provided Magellan with an 
opportunity to engage with our youth and families while promoting family voice and choice at the system-level. The 
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ŀǎǎŜǎǎƳŜƴǘ ƻŦ ƻǳǊ ȅƻǳǘƘ ŀƴŘ ŦŀƳƛƭƛŜǎΩ ǎŀǘƛǎŦŀŎǘƛƻƴ ƘŜƭǇǎ ǳǎ ǘƻ ŜƴǎǳǊŜ ƻǳǊ ǉǳŀƭƛǘȅ ǇǊƻƎǊŀƳ ƛǎ ƛƴformed by family 
priorities and perspectives. The results allow us to utilize and increase program assets, assess the effectiveness of CSoC 
as a whole as well as its individual elements, and determine when quality program strategies need revision. Of 
responses related to respecting family culture (n=410), the majority, 97.6%, were positive, while 2.2% were neutral and 
only 0.2% were negative. Analysis of the language assistance responses can be seen in the next section.   

 

Member Experience of Care Survey 2019 Results 

Element Number % Positive 
% 

Neutral  
% 

Negative 

aŀƎŜƭƭŀƴΩǎ ƘŜŀƭǘƘŎŀǊŜ ǇǊƻǾƛŘŜǊǎ ǊŜǎǇŜŎǘ Ƴȅ ŦŀƳƛƭȅΩǎ 
cultural and language needs. 

410 97.6% 2.2% 0.2% 

aŀƎŜƭƭŀƴΩǎ ƭŀƴƎǳŀƎŜ ŀǎǎƛǎǘŀƴŎŜ ǎŜǊǾƛŎŜǎ ŀǊŜ ƘŜƭǇŦǳƭ όƛΦŜΦΣ 
interpretation, translation services). 

401 76.1% 23.7% 0.2% 

 

Á Treatment Record Reviews. Magellan monitors providers to ensure services are delivered in a culturally competent 
manner. Seventy-four member records were reviewed, with all records showing evidence of culturally competent 
service delivery. The results reinforce what was reported by members through the satisfaction survey; however, there 
ǿŀǎ ŀƴ ƻǇǇƻǊǘǳƴƛǘȅ ƛŘŜƴǘƛŦƛŜŘ ƛƴ Ƙƻǿ ǇǊƻǾƛŘŜǊǎ ŀǊŜ ŘƻŎǳƳŜƴǘƛƴƎ ǘƘŜ ƳŜƳōŜǊΩǎ ǇǊŜŦŜǊǊŜŘ ƭŀƴƎǳŀƎŜ ƛƴ ǘƘŜ ƛƴƛǘƛŀƭ 
assessment. We will continue to educate providers on the importance of this element through provider 
communications and trainings.  

Treatment Record Review 2019 Results 

Treatment Record Review Element 
Records in 
Compliance 

Total Records 
Reviewed 

Compliance 
Rate 

Record includes primary language spoken by the member 
and any translation needs of the member. 

48 74 64.86% 

Evidence of treatment being provided in a culturally 
competent manner. 

74 74 100% 

 

Opportunities identified during 2019 will be the focus of the UM department in 2020, which includes:  

Continuing efforts to expand the provider network, with emphasis on expanding diversity among provider demographics. 

Á Exploration of WAA facilitator demographic data to improve facilitator-youth matching.  

Á Collaboration with WAA facilitators to increase the focus on resiliency factors for the youth and family, including 
protective factors related to social determinants of health. 

Á Conducting collaborative training for certified assessors from all regions to ensure consistent application of assessment 
and survey tools (CANS, IBHA, ACEs, etc.).  

Á Continuing implementation of a culturally competent program design, with ongoing efforts to identity emerging 
cultural needs, including those of racial minorities and LGBTQ+ youth. 

 

The QIC evaluates data from multiple sources in our annual population assessment. Overall, Magellan believes 
the CSoC network is meeting the needs of its members as evidenced by positive member experience, results of 
provider monitoring activities and member demographic data. In 2020, CSoC Unit will continue to actively 
address opportunities for improvement through the implementation of interventions to further improve the 
ƴŜǘǿƻǊƪΩǎ ŎŀǇŀŎƛǘȅ ǘƻ meet the needs of the CSoC members. Senior quality, clinical, network and medical 
leadership are continually involved in the review of our QI program, as well as ongoing provider availability and 
accessibility monitoring, and have successfully implemented any necessary changes when identified.  
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In addition to actions taken through the structure of our QI program, the CSoC unit recognizes that a proactive 
and intentional approach is needed to support the larger system of care serving our CSoC membership. This is 
accomplished by: promotion of strengths-based treatment; active, continuous engagement with the community; 
and the implementation of an internal and external culturally competent program design.  

Strengths-based Care Planning 

Despite exposure to risk factors, CSoC helps youth and families can thrive in their homes and communities. 
Research has shown that certain factors can help serve as a buffer, or protective shield, to counter some of the 
negative impacts of being exposed to risk factors.  Protective factors can include:  
 

Á Positive Home and School Environments 

Á Stable Parental Mental Health 

Á High Levels of Social Support and Religious and Community Involvement  

Á Positive Racial and Ethnic Identity 

Á Outreach and Collaboration in the Community 

 
As referenced in the assessment of social determinants of health, CSoC emphasizes the identification of 
strengths and development of resiliency factors in order achieve positive, long-term outcomes. Principles of 
wraparound ς such as Culturally Competent, Natural Supports, Community-based ς are incorporated in 
aŀƎŜƭƭŀƴΩǎ ŜƴŘ-to-end operations to promote resiliency factors, with a goal of building upon the unique 
strengths that are present in every individual we serve. One way that this is accomplished is through the 
identification of strengths the CANS assessment and use of those strengths in the development and 
implementation of the Plan of Care. As previously discussed, Magellan implemented a Plan of Care Review Tool 
in 2019, which allows our clinical team to further shape Plans of Care to promote best practices in the utilization 
of strengths throughout the wraparound process. Please see the Section IV of this report for a complete 
evaluation of program outcomes.  

Community Engagement 

Community engagement is important area of focus in order to serve CSoC youth and families. Magellan 
demonstrates our commitment to engaging with our communities both corporately and here locally in 
Louisiana. Examples of programs and activities implemented by the CSoC unit include: 
 

Á Crisis Lines. In response to tragedies and natural disasters, Magellan sets up a 24-hour toll-free hotline for individuals 
to access, regardless of whether or not they are Magellan members. The 24-hour crisis lines are staffed by behavioral 
health professionals who provide free, confidential counseling services and other resources, such as referrals to local 
non-profit organizations, shelters and additional community-based support to assist individuals as they work to cope 
with the feelings of fear, sadness, anger and hopelessness. 

Á NAMI Walks. b!aLΣ ǘƘŜ bŀǘƛƻƴŀƭ !ƭƭƛŀƴŎŜ ƻƴ aŜƴǘŀƭ LƭƭƴŜǎǎΣ ƛǎ ǘƘŜ ƴŀǘƛƻƴΩǎ ƭŀǊƎŜǎǘ ƎǊŀǎǎǊƻƻǘǎ ƳŜƴǘŀƭ ƘŜŀƭǘƘ 
organization dedicated to building better lives for the millions of Americans affected by mental illness. Year after year, 
we find that NAMI Walks bring out the best in our employees, and we truly value their participation. As a company 
ǊƻƻǘŜŘ ƛƴ ōŜƘŀǾƛƻǊŀƭ ƘŜŀƭǘƘΣ aŀƎŜƭƭŀƴ ŀǇǇƭŀǳŘǎ ŀƴŘ ǎǳǇǇƻǊǘǎ b!aLΩǎ ŜŦŦƻǊǘǎ ǘƻ ŜǊŀŘƛŎŀǘŜ ǘƘŜ ǎǘƛƎƳŀ ƻŦ ƳŜƴǘŀƭ ƛƭƭƴŜǎǎŜǎ 
and improve the quality of life of these Americans. Since 2003, hundreds of Magellan employees, their families and 
ŦǊƛŜƴŘǎ ƘŀǾŜ ǇŀǊǘƛŎƛǇŀǘŜŘ ƛƴ b!aL ²ŀƭƪǎ ŀƴƴǳŀƭƭȅ ǘƻ ƘŜƭǇ ǊŀƛǎŜ ƳƻƴŜȅ ŀƴŘ ŀǿŀǊŜƴŜǎǎ ŀōƻǳǘ ƻǳǊ ŎƻǳƴǘǊȅΩǎ ƴŜŜŘ ŦƻǊ ŀ 
world-class treatment and recovery system for people with mental illness. Participating in the NAMI Walks is one way 
that we demonstrate our commitment to the community members we serve while supporting a worthy cause. In 
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addition, joining the walks supports a team atmosphere at Magellan and encourages employees to get active and 
improve their overall health and wellness. 

Á Magellan Cares Week. Magellan employees throughout the country participate this annual weeklong event where 
employees organized charitable events, donation drives and hands-on activities. 

Á Magellan Cares Foundation. Launched in 2015, the Magellan Cares Foundation, Inc. is a nonprofit, charitable 
organization with the mission to improve the health and well-being of the lives and communities we serve. The 
ŦƻǳƴŘŀǘƛƻƴΩǎ ŦƻŎǳǎ ƛƴŎƭǳŘŜǎΥ ƴŀǘƛƻƴŀƭ ƻǊ ƭŀǊƎŜ-scale health access and quality improvement initiatives; efforts that help 
to improve the social supports around a quality healthcare system, such as access to housing, food, clothing or self-
improvement opportunities; local efforts, including initiatives suǇǇƻǊǘŜŘ ōȅ aŀƎŜƭƭŀƴΩǎ ŜƳǇƭƻȅŜŜǎΤ ŀƴŘ ŜŦŦƻǊǘǎ ǘƻ 
ǎǳǇǇƻǊǘ !ƳŜǊƛŎŀΩǎ ƳƛƭƛǘŀǊȅ ǎŜǊǾƛŎŜ ƳŜƳōŜǊǎΣ ǾŜǘŜǊŀƴǎ ŀƴŘ ǿƻǳƴŘŜŘ ǿŀǊǊƛƻǊǎ 

Á Volunteer Time Off (VTO). Magellan offers full-time regular employees eight hours of paid VTO and part-time regular 
employees four hours of paid VTO per calendar year. 

Á Matching Gifts. ¢ƘŜ aŀƎŜƭƭŀƴ /ŀǊŜǎ CƻǳƴŘŀǘƛƻƴ ƳŀǘŎƘŜǎ ŀƴ ŜƳǇƭƻȅŜŜΩǎ ŦƛƴŀƴŎƛŀƭ Řƻƴŀǘƛƻƴ ǘƻ ŜƭƛƎƛōƭŜ ŎƘŀǊƛǘƛŜǎ ǳǇ ǘƻ 
$250 annually.  

Á Magellan Youth Leaders Inspiring Future Empowerment (MY LIFE). MY LIFE is a corporate initiative for youth between 
the ages of 13 and 23 who have experience with mental health, substance abuse, juvenile justice or foster care-related 
issues or have a friend or family member coping with these issues. The program actively engages youth through 
teaching, coaching and mentoring and empowers them to use their voices to inspire and create positive change for 
themselves and others in their local communities. Besides Louisiana, MY LIFE has active groups in Arizona, 
Pennsylvania, Nebraska, Wyoming and Florida. Through regular meetings MY LIFE provides opportunities for youth to 
come together to create a community of support, plan activities and initiatives, practice social skills, learn from 
presenters and provide peer mentoring. In 2019, MY LIFE in Louisiana held meetings in both Baton Rouge and 
Shreveport. In 2020, further expansion of MY LIFE will be achieved through:  

 Increase community contacts/partnerships and growth over the next 12 months 

 Increase visibility and awareness of MY LIFE and CSoC Programs by attending events within the communities we 
serve and provide educational information regarding MY LIFE and CSoC Program  

 Plan events that generate good attendance and interaction  

 Effective use of budgetary funds to achieve maximum impact 

 Coordinate a Youth Leadership Summit with community partners, providers, and state agencies 

 Participate in Suicide Prevention and Awareness Activities with community partners and state agencies 

Á Regional Advisory Conferences. ¢ƘŜ ƛƴǘŜƴǘ ƻŦ ǘƘŜ w!/ ƛǎ ǘƻ ōǊƛƴƎ ǘƻƎŜǘƘŜǊ aŀƎŜƭƭŀƴΩǎ /{ƻ/ ǘŜŀƳ ŀƭƻƴƎ ǿƛǘƘ ǘƘŜ 
²ǊŀǇŀǊƻǳƴŘ !ƎŜƴŎƛŜǎ ό²!!ǎύΣ CŀƳƛƭȅ {ǳǇǇƻǊǘ hǊƎŀƴƛȊŀǘƛƻƴΣ ƭƻŎŀƭ ǇǊƻǾƛŘŜǊǎΣ t/tΩǎ {ǘŀǘŜ ŀƎŜƴŎƛŜǎΣ ƭŀǿ ŜƴŦƻǊŎŜƳŜƴǘΣ 
and courts. RACS are held in communities with a goal to provide education on CSoC and promote networking and 
foster engagement with regional and local stakeholders across the state. In 2019, RACs were held in all nine CSoC 
regions. In 2020, the CSoC Coordinators will hold 2 meetings per region in partnership with each regional WAA.  

 
The table below provides details on the activities and events in which Magellan participated to engage with the 
communities of Louisiana. 

Community Engagement and Activities - 2019 
Date Event Description Area 

3/11/2019 Meet & Greet w/ Empower 225 Participant East Baton Rouge Parish Area 

3/21/2019 MY LIFE Meeting  Sponsored Event East Baton Rouge Parish Area 

4/3/2019 Summer Program Planning Participant East Baton Rouge Parish Area 

4/22/2019 Empower 225 - Youth Advisory Board Meeting 
Sponsored Event 
and Volunteer 

Activity 
East Baton Rouge Parish Area 

4/25/2019 MY LIFE Meeting Sponsored Event East Baton Rouge Parish Area 
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Date Event Description Area 

5/6/2019 
Magellan Volunteer Day at Salvation Army of 

Greater Baton Rouge 
Volunteer Activity East Baton Rouge Parish Area 

5/23/2019 MY LIFE Meeting Sponsored Event East Baton Rouge Parish Area 

5/24/2019 Empower 225 - End of School Carnival 
Sponsor and 
Volunteer 

East Baton Rouge Parish Area 

5/30/2019 Magellan Volunteer Day at Common Ground Volunteer Activity Shreveport 

6/4/2019 Leaders in Training Summer Program - Hygiene 
Sponsor and 
Volunteer 

East Baton Rouge Parish Area 

6/11/2019 Leaders in Training Summer Program - Dating Volunteer Activity East Baton Rouge Parish Area 

6/18/2019 
Leaders in Training Summer Program - Coping 

with Loss 
Volunteer Activity East Baton Rouge Parish Area 

6/25/2019 
Leaders in Training Summer Program - Mental 

Health Matters Session 
Volunteer Activity East Baton Rouge Parish Area 

6/30/2019 Community Connections 
Resource Table and 
Volunteer Activity 

Monroe 

7/25/2019 MY LIFE Meeting Sponsored Event East Baton Rouge Parish Area 

8/22/2019 MY LIFE Meeting Sponsored Event East Baton Rouge Parish Area 

10/5/2019 Turning Over a New Leaf Extravaganza 
Resource Table and 
Volunteer Activity 

East Baton Rouge Parish Area 

10/12/2019 AFSP Out of Darkness Walk-Shreveport 
Sponsored Event 
and Volunteer 

Activity 
Caddo Parish 

10/19/2019 AFSP Out of Darkness Walk 
Sponsor and 
Volunteer 

East Baton Rouge Parish Area 

10/24/2019 MY LIFE Meeting Sponsored Event East Baton Rouge Parish Area 

12/3/2019 MY LIFE Meeting Sponsored Event Caddo Parish 

12/7/2019 My CommUNITY Cares Christmas Celebration - 
Resource Table and 
Volunteer Activity 

Livingston Parish 

12/19/2019 Empower 225 - 1st Annual Frosty Fest 
Sponsored Event 
and Volunteer 

Activity 
East Baton Rouge Parish Area 

Culturally Competent Program Design 

Magellan has built its programs and processes around an expansive definition of cultural competency in 
healthcare and the expected capabilities of our providers to effectively render services that meet the cultural, 
social, and linguistic needs of our members. When youth and families feel heard and understood by their 
providers, they are more likely to actively engage and participate in treatment, which then positively impacts 
member outcomes. These concepts of cultural competency extend to both treatment planning and wraparound 
design and implementation. In a culturally based wraparound model, families exercise choice over the services 
ǘƘŜȅ ǊŜŎŜƛǾŜΣ ŀƴŘ ǘƘŜ ǘǊŜŀǘƳŜƴǘ ǘŜŀƳ ǳƴŘŜǊǎǘŀƴŘǎ ŀƴŘ ǾŀƭǳŜǎ ǘƘŜ ŦŀƳƛƭȅΩǎ ǘƘŜƻǊȅ ƻŦ ŎƘŀƴƎŜΦ aŀƎŜƭƭŀƴ ǎǳǇǇƻǊǘǎ 
facilitation oŦ ƳŜƳōŜǊǎΩ ŦǊŜŜŘƻƳ ƻŦ ŎƘƻƛŎŜ ƛƴ ǇǊƻǾƛŘŜǊǎ ǘƘŀǘ ŀǊŜ ǊŜǎǇŜŎǘŦǳƭ ŀƴŘ ƛƴŎƭǳǎƛǾŜ ƻŦ ǘƘŜƛǊ ŎǳƭǘǳǊŀƭ ƴŜŜŘǎ 
and preferences.  

Magellan collaborates with care providers that respect the diverse backgrounds of the individuals and families 
served. Treatment modalities must acknowledge and support the behavior, ideas, attitudes, values, beliefs, and 
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language of individuals. Magellan provides access to a comprehensive resource kit to support our provider 
network on MagellanProvider.com. This resource kit contains a variety of assessment tools, guidelines, 
standards and resources designed to assist providers, agencies, and the Magellan organization overall to 
enhance cultural and linguistic competence throughout the behavioral healthcare system. Magellan developed 
training modules specific to Louisiana's cultural make-up and monitors Direct Care Staff to ensure annual 
ŎǳƭǘǳǊŀƭ ŎƻƳǇŜǘŜƴŎȅ ǘǊŀƛƴƛƴƎ ǊŜǉǳƛǊŜƳŜƴǘǎ ŀǊŜ ŎƻƳǇƭŜǘŜŘΦ aŀƎŜƭƭŀƴΩǎ vL! ŀƎŜƴŘŀ ŀƭǎƻ ƛƴŎƭǳŘŜǎ ŀ ǎǘŀƴŘƛƴƎ ƛǘŜƳ 
to address emerging cultural competency needs. The following cultural competency trainings and resources are 
available on our website: 
 

Á Cultural Competency Resource Kit: Provides training and information for cultural competency concepts and 
application, including assisting providers to develop a Cultural Competency Plan 

Á Cultural Competency Training Modules: a) The Hispanic/Latino Community in Louisiana; b) Louisiana Native American 
Indian Tribes; c) Vietnamese in Louisiana; and, d) Why Cross-Cultural Competency? 

 
Through the use of materials in this kit, one can, for example, conduct a self-assessment of provider-level 
cultural competence, assess organizational strength and growth areas with respect to cultural competence, and 
carry out member evaluations of healthcare provider cultural competence. In addition, a variety of tools and 
resources are included to assist provider agencies in developing realistic and incremental organizational cultural 
competence plans. Some of the key areas addressed in this kit include: 
 

Á Cultural Competence Guidelines and Standards  

 American Psychological Association, Guidelines on Multicultural Education Training, Research, Practice, and 
Organizational Change for Psychology www.apa.org  

 Department of Health and Human Services Cultural and Linguistic Competence Standards 
http://minorityhealth.hhs.gov/  

 SAMHSA Cultural Competence Standards in Managed Care Mental Health Services: Four 
Underserved/Underrepresented Racial/Ethnic Groups 
http:// nrchmh.org/ResourcesMHAdminsLeaders/Cultural%20Competence%20Standards%20SAMHSA.pdf  

 Association of Multicultural Counseling and Development (AMCD) Multicultural Counseling Competencies  

 National Association of Social Workers, Standards for Cultural Competence in Social Work Practice 
http://www.naswdc.org/practice/standards/NASWculturalstandards.pdf  

Á Key Components of Organizational Cultural Competence  

 Organizational Cultural Competence Assessment Tools  

 Multicultural Competence Service System Assessment Measure  

 Organizational Cultural Competence Plan Template  

 Strategies for Completing the Cultural Competence Plan  

 Sample Cultural Competence Action Plan 18  

 Clinician/Service Provider Cultural Competence Measures   

 The Multicultural Awareness-Knowledge-Skills Survey   

 Cultural Competence Self-Test  

 Cultural Competence Information Sheets 

 Cultural and Linguistic Definitions 

 Web Resources  

 Cultural Competence Related Books  
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Availability and Accessibility of Practitioners and 
Providers 
 
When analyzing provider availability and accessibility standards, it is important to understand the larger 
Medicaid framework in which Magellan operates. CSoC is a specialized behavioral health plan managed by 
Magellan for a subset of 2400 youth and families within the larger Medicaid population. Managed Care 
Organizations (MCOs) are responsible for the administration and management of physical, behavioral health and 
pharmacy benefits for the remaining Medicaid youth and adult population. Louisiana Department of Health 
(LDH) currently contracts with five MCO plans to manage over one million Louisiana residents eligible to receive 
Medicaid benefits. For members that qualify, CSoC provides intensive care coordination and expands member 
access to specialized support services not available to the general Medicaid youth population. Members are 
ǊŜŦŜǊǊŜŘ ǘƻ /{ƻ/ ǘƘǊƻǳƎƘ ǘƘŜƛǊ a/h ŀƴŘΣ ǘƘǊƻǳƎƘƻǳǘ ŜƴǊƻƭƭƳŜƴǘ ƛƴ /{ƻ/Σ ǘƘŜ ƳŜƳōŜǊΩǎ a/h ŎƻƴǘƛƴǳŜǎ ǘƻ 
manage physical and pharmacy benefits, as well as residential behavioral health services. In addition to serving 
only a small percent of the overall Medicaid youth population, member enrollment periods are relatively short 
(i.e., average enrollment of ~360 days); thus, members are transitioned from plans at enrollment and again at 
discharge. Because of this, LDH serves as the necessary leader on the identification and implementation of 
system-level and statewide network initiatives, such as expanding access to evidenced-based practices, 
establishing the standards used by MCOs and Magellan to inform network development and management, and 
to ensure CSoC members can seamlessly transition between plans when needed. It is through this collaborative 
partnership that Magellan ensures that CSoC youth and their families get the right support and services, at the 
right level of intensity, at the right time, for the right amount of time, from the right provider, in order to keep, 
or return children to, their home and their communities.  

Availability of Practitioners and Providers 

The CSoC Unit monitors the availability of behavioral healthcare practitioners and providers to serve our 
members by establishing quantifiable and measurable standards for the number and geographic distribution of 
each type of behavioral healthcare practitioner and provider.  Performance is analyzed against these standards 
on a quarterly and annual basis to quickly identify opportunities for improvement and respond swiftly through 
the implementation of interventions, which are then measured to assess effectiveness. Because Magellan 
functions within a larger Medicaid system, the CSoC unit adopts the availability standards set forth by LDH. LDH 
defines behavioral health practitioner and provider types as Behavioral Health Specialists (i.e., psychiatrist, 
psychologist, APRN, and LCSW) and non-MD Outpatient providers (i.e., psychologist, LPC, LMFT, LAC, and 
ambulatory outpatient facility) for Magellan and the five other contracted Managed Care Organizations. In 
addition, Magellan applies corporate standards using a broader range of provider types to further assess the 
sufficiency of our network composition.  

LDH Availability Standards 

[ƻǳƛǎƛŀƴŀ 5ŜǇŀǊǘƳŜƴǘ ƻŦ IŜŀƭǘƘΩǎ ǎǘŀƴŘŀǊŘǎ ŦƻǊ ŘŜƴǎƛǘȅ ǊŜǉǳƛǊŜ ŀ ƳƛƴƛƳǳƳ ƻŦ two (2) psychiatrists per 10,000 
members and two (2) Behavioral Health Specialists per 10,000 members.  LDH establishes standards for 
geographic distribution as average distance (in miles) and driving time (in minutes) to the nearest provider. 
Geographic distribution standards are based on geographic classification and provider type, as outlined in the 
table below. LDH sets the goal for these standards at 100% regardless of geographic location of the member or 

QI 04, Element B, Factors 1˪7 
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type of practitioner. A minimum performance threshold is defined as 90%. When performance falls below the 
minimum threshold, more formal interventions or quality improvement activities are needed. LDH density and 
distribution standards are documented in the table below.  
 

Geographic Density by Provider Type ς LDH Standards 

Practitioner Types 
Ratio of 

Practitioner 
to Member 

Behavioral Health Specialists ς i.e., psychiatrists, 
psychologists, APRN and LCSW 

2:10,000 

Non-MD Outpatient ς i.e., psychologists LPC, LMFT, 
LAC, ambulatory outpatient facilities 

2:10,000 

 
Geographic Distribution of Practitioners and Providers ς LDH Standards 

Practitioner Types 
Acceptable 
Distance 

Acceptable 
Driving Time 

Minimum 
Performance 

Threshold 

Performance 
Goal 

Urban Members 

Behavioral Health Specialists ς i.e., 
psychiatrists, psychologists, APRN and LCSW 

15 miles 30 minutes 90% 100% 

Non-MD Outpatient ς i.e., psychologists LPC, 
LMFT, LAC, ambulatory outpatient facilities 

60 miles 90 minutes 90% 100% 

Rural Members 

Behavioral Health Specialists ς i.e., 
psychiatrists, psychologists, APRN and LCSW 

30 miles 60 minutes 90% 100% 

Non-MD Outpatient ς i.e., psychologists LPC, 
LMFT, LAC, ambulatory outpatient facilities 

90 miles 120 minutes 90% 100% 

 

Annual analysis is conducted based on the number of members enrolled and providers credentialed and 
contracted as of the last day of the reporting period. For this analysis, 2207 were fully enrolled on 12/31/2019, 
with 624 classified as urban and 1,583 as ǊǳǊŀƭ ƳŜƳōŜǊǎΦ !ǎ ƻŦ мнκомκнлмфΣ aŀƎŜƭƭŀƴΩǎ ƴŜǘǿƻǊƪ ŎƻƴǎƛǎǘŜŘ ƻŦ 330 
behavioral health specialists in 274 locations and 535 non-MD outpatient providers in 477 locations. The 
following tables provide the density and distribution rates for 2019.  

2019 Results for Geographic Density by Provider Type ς LDH Standards 

Practitioner Types 
Ratio of 

Practitioner to 
Member 

Number of 
Members 

Number of 
Providers 

Standard Met 

Behavioral Health Specialists ς i.e., 
psychiatrists, psychologists, APRN 

and LCSW 
2:10,000 2,207 330 Met 

Non-MD Outpatient ς i.e., 
psychologists LPC, LMFT, LAC, 

ambulatory outpatient facilities 
2:10,000 2,207 535 Met 
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2019 Results for Geographic Distribution of Practitioners and Providers ς LDH Standards 

Practitioner Types 

Average 
Miles to 
Closest 

Provider 

Average 
Driving Time to 

Closest 
Provider 

% of 
Members 

with Desired 
Access 

Urban Members 

Behavioral Health Specialists ς i.e., psychiatrists, 
psychologists, APRN and LCSW 

1.6 2.7 100% 

Non-MD Outpatient ς i.e., psychologists LPC, LMFT, 
LAC, ambulatory outpatient facilities 

1.2 2.0 100% 

Rural Members 

Behavioral Health Specialists ς i.e., psychiatrists, 
psychologists, APRN and LCSW 

10.2 11.4 97.9% 

Non-MD Outpatient ς i.e., psychologists LPC, LMFT, 
LAC, ambulatory outpatient facilities 

5.7 6.3 100% 

 

In 2019, geographic density standards were met for both provider types. Further, the results showed that 100% 
of urban members had the desired access to both provider types.  Likewise, 100% of members residing in rural 
areas of the state had access to behavioral, non-MD outpatient practitioners.  The only standard that was below 
ǘƘŜ ǇŜǊŦƻǊƳŀƴŎŜ Ǝƻŀƭ ǿŀǎ ŦƻǊ ǊǳǊŀƭ ƳŜƳōŜǊǎΩ ŀŎŎŜǎǎ ǘƻ ōŜƘŀǾƛƻǊŀƭ ƘŜŀƭǘƘ ǎǇŜŎƛŀƭƛǎǘǎΣ ǿƛǘƘ фтΦф҈ ƘŀǾƛƴƎ ǘƘŜ 
desired access. Although the non-MD outpatient practitioner availability fell below the goal by 2.1 percentage 
points, the minimum performance threshold was exceeded by 7.9 percentage points, with only 36 members 
lacking desired access.  In addition to these indicators, the NSC also evaluates the average miles and driving time 
for the five closets providers/locations for both urban and rural members. On average, five non-MD outpatient 
providers were available to members within 22.6 miles or 25.3 minutes, which exceeded the goal for distance by 
7.4 miles and driving time by 4.7 minutes.  

Geographic Distribution of Behavioral Health Specialists, Rural Members 
  Miles Minutes 

Distance/Time to 1st closest provider 10.2 11.4 

Distance/Time to 2nd closest provider 13.6 15.3 

Distance/Time to 3rd closest provider 15.1 17 

Distance/Time to 4th closest provider 19.2 21.7 

Distance/Time to 5th closest provider 22.6 25.3 

 

Magellan Availability Standards 

In order to facilitate a more comprehensive assessment of network availability, the CSoC Unit also examines the 
ƴŜǘǿƻǊƪ ǳǎƛƴƎ aŀƎŜƭƭŀƴΩǎ ǇƻƭƛŎȅ ŦƻǊ ŘŜŦƛƴƛƴƎ ǇǊŀŎǘƛǘƛƻƴŜǊǎ ŀƴŘ ǇǊƻǾƛŘŜǊǎΣ ǿƘƛŎƘ ƛƴŎƭǳŘŜǎΥ  

Á Psychiatrists and other behavioral health physicians 

Á Non-physician, doctoral-level practitioners 

Á Non-physician, non-doctoral level practitioners 
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Á Inpatient facilities & programs 

Á Ambulatory/outpatient care facilities  

 

Geographic distribution standards are based on geographic classification and provider type, as outlined in the 
ǘŀōƭŜ ōŜƭƻǿΦ aŀƎŜƭƭŀƴ ǎŜǘǎ ǘƘŜ ǘŀǊƎŜǘ ǘƘǊŜǎƘƻƭŘ ŦƻǊ ǳǊōŀƴ ŀǎ фл҈ ŀƴŘ ǊǳǊŀƭ ŀǎ ул҈Φ aŀƎŜƭƭŀƴΩǎ density and 
distribution standards are documented in the table below.  

 
Geographic Density by Provider Type ς Magellan Standards 

Practitioner Types 
Ratio of Practitioner 

to Covered Lives 

Psychiatrists and other behavioral health physicians 2:10,000 

Non-physician, doctoral-level practitioners 2:10,000 

Non-physician, non-doctoral level practitioners 6:10,000 

Inpatient facilities  1:20,000 

Ambulatory/outpatient care facilities 2:20,000 

 

Geographic Distribution of Practitioners and Providers - Magellan Standards 

Practitioner Types 
Acceptable 
Distance 

Acceptable 
Driving 
Time 

Goal 
Acceptable 
Distance 

Acceptable 
Driving 
Time 

Goal 

Psychiatrists and other behavioral health 
physicians 

15 miles 30 minutes 90% 30 miles 60 minutes 80% 

Non-physician, doctoral-level 
practitioners 

15 miles 30 minutes 90% 30 miles 60 minutes 80% 

Non-physician, non-doctoral level 
practitioners 

15 miles 30 minutes 90% 30 miles 60 minutes 80% 

Inpatient facilities 15 miles 30 minutes 90% 30 miles 60 minutes 80% 

Ambulatory/outpatient care facilities 15 miles 30 minutes 90% 30 miles 60 minutes 80% 

 

The Network Strategy Committee (NSC), a subcommittee of the QIC, evaluates availability standards for 
members with a geographic classification of urban and rural. The NSC sets a performance goal of 90% for rural 
members and 80% for rural members for both travel time and distance. The tables detail the standards and 
goals by provider type for urban and rural member access. 

 
2019 Results for Geographic Density by Provider Type ς Magellan Standards 

Practitioner Types 
Ratio of Practitioner to 

Covered Lives 
Number of 

Covered Lives 
Number of 
Providers 

Standard Met / 
Not Met 

Psychiatrists and other behavioral 
health physicians 

2:10,000 2,207 128 Met 

Non-physician, doctoral-level 
practitioners 

2:10,000 2,207 49 Met 
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Practitioner Types 
Ratio of Practitioner to 

Covered Lives 
Number of 

Covered Lives 
Number of 
Providers 

Standard Met / 
Not Met 

Non-physician, non-doctoral level 
practitioners 

6:10,000 2,207 356 Met 

Inpatient facilities 1:20,000 2,207 33 Met 

Ambulatory/outpatient care facilities 2:20,000 2,207 480 Met 

 
2019 Results for Geographic Distribution of Practitioners and Providers ς Magellan Standards 

   Urban Rural 

Practitioner Types Providers Locations Goal 
% of Members with 

Desired Access 
Goal 

% of Members with 
Desired Access 

Psychiatrists and other behavioral 
health physicians 

128 112 90% 100% 80% 96% 

Non-physician, doctoral-level 
practitioners 

49 41 90% 97.3% 80% 72.5% 

Non-physician, non-doctoral level 
practitioners 

356 319 90% 100% 80% 99.9% 

Inpatient facilities 33 33 90% 100% 80% 100% 

Ambulatory/outpatient care 
facilities 

480 472 90% 100% 80% 100% 

 
Average Geographic Distribution to Closest Provider ς Type of Practitioner and Provider 

 Urban Rural 

  Miles Minutes Miles Minutes 

Psychiatrists and other behavioral health physicians 2.1 3.6 13.5 15.4 

Non-physician, doctoral-level practitioners 5.9 9.4 39.4 45.3 

Non-physician, non-doctoral level practitioners 1.3 2.2 7.5 8.3 

Inpatient facilities  5.3 9.9 19.4 22.0 

Ambulatory/outpatient care facilities 1.2 2.1 5.2 5.6 

Member Experience of Care 

In addition to continually monitoring performance against geographic density and distribution standards, the 
CSoC units also closely monitors member experience with provider availability through the analyses of 
grievances and member survey data. During 2019, Magellan did not receive any member grievances regarding 
the availability of providers. Furthermore, over 95% of members responded positively when asked if they were 
happy with the choice of healthcare providers through Magellan and 90% reported provider service locations 
were convenient.  
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Member Experience of Care Survey - 2019 

Question 
Total # 

Received 
% 

Positive 
% 

Neutral 
% 

Negative 

I am happy with the choice of healthcare providers I have 
through Magellan. 

410 95.9% 2.2% 1.9% 

Service locations are convenient (parking, public 
transportation, close to home, etc.). 

409 90.0% 8.1% 1.9% 

Out of Network (OON) Requests 

The CSoC network department tracks OON requests to identify opportunities for improving network availability.  
It is important to note that there are not adverse consequences, such as increased out of pocket expenses for 
the utilization of OON providers for our members. When a request for OON providers is received, it is viewed as 
an opportunity to engage and recruit providers for the CSoC network.  

The number of OON service requests by unique providers remained consistent between 2018 and 2019 with 20 
and 21 agreements, respectively. Eighteen of the 20 providers in 2018 contracted with the CSoC network while 
15 of the 21 contracted in 2019. The marked increase in the total number of requests was directly attributed to 
43 member requests for a single inpatient provider, all of which were managed through Single Case Agreements 
(SCA) to ensure there were no barriers in accessing care. The requests were received during the contracting 
period, which was in process for nearly seven months. The barrier to a timelier contract execution for that 
particular inpatient provider was a lengthy rate and contract language negotiations. OON requests are generally 
related to continuity of care, specialty needs, and geographic need. This is especially important as members 
transition from the MCO to Magellan in order to ensure continuity of care enrolling in CSoC. Despite the 
increase there were no member or provider appeals related to the OON member requests. The table below 
details the reasons for out-of-network requests for 2018 and 2019. 

Analysis Reason for OON Request 

 2018 2019 

Reason Number Percent Number Percent 

Continuity of Care 14 70% 36 65% 

Specialty Need 3 15% 2 31% 

Geographic Need 3 15% 17 4% 

Home and Community Based Service (HCBS) Providers 

Magellan actively manages HCBS providers who provide Mental Health Rehabilitation (MHR) services, including 
Community Psychiatric Support and treatment (CPST), Psychosocial Rehabilitation (PSR), Crisis Intervention, and 
Crisis Stabilization. MHR services are accessible to all Medicaid eligible members; thus, MHR service providers 
are typically contracted with one or more of the five Managed Care Organizations responsible for behavioral 
health service benefits for the larger Medicaid population. Unlike the MCOS, the CSoC network is responsible for 
managing providers contracted to provide specialized waiver services that are only available to CSoC members. 
The waiver services include Independent Living Skills Building (ILSB) and Short-term Respite (STR). In addition, 
LDH and Magellan jointly manage Wraparound Agencies (WAAs) for each of the nine CSoC regions and a 
statewide Family Service Organization (FSO), both of which are certified by LDH and contracted with Magellan. 
Magellan also ensures the network includes contracted and credentialed Federally Qualified Health Centers 
(FQHCs), Local Governing Entities (LGEs), and rural health and school-based clinics.  Magellan has also worked to 
support LDH in building a crisis network and recruited and contracted with LouisianaΩǎ ŦƛǊǎǘ ŎǊƛǎƛǎ ǎǘŀōƛƭƛȊŀǘƛƻƴ 

QI 06, Element A, Factor 3 
QI 06, Element C, Factors 14˪ 
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unit in 2017. Unfortunately, due to poor referrals, the unit closed in August 2019. Magellan swiftly recruited and 
contracted with another qualified crisis stabilization provider in October 2019. However, because of the low 
number of covered lives managed by the CSoC Contractor, MCOs must also contract with this provider to ensure 
sufficient and consistent utilization of services in order to support a sustainable business for the provider.  
 
Other notable network management initiatives implemented by LDH and Medicaid in 2019 include the 
development of an MHR Task Force, which connected MCOs, Magellan, and MHR providers.  The primary goals 
of this task force were to ensure members receive medically necessary, individualized, and strengths-based 
services resulting in personal growth, as well as increasing the use of natural supports. As part of the workgroup, 
Magellan and the MCOs were tasked with making recommendations for MHR program improvements. One 
recommendation was to incorporate a Facility Needs Review (FNR) process for new MHR providers. FNR is a 
prerequisite (for specific provider types) that must be completed prior to applying for initial licensure in the 
state of Louisiana. A review is conducted for HCBS (Supervised Independent Living, Personal Care Attendant 
Services and Respite) and Behavioral Health Service providers (CPST and/or PSR) to determine whether there is 
a need for additional providers to be enrolled with Medicaid. This change resulted in a decline in MHR providers 
in 2018; however, through assertive provider outreach, provider webinars, surveys, and partnerships with 
WAAs, the CSoC unit has seen a steady increase in waiver and behavioral health service providers in 2019. 

Summary of Findings and Analysis 

The geographic availability and density data for 2019 showed that urban CSoC members had a sufficient number 
of providers available across all providers types. In addition, availability of providers for rural members exceeded 
goals for all providers types, with the exception of non-physician, doctoral-level practitioners. The percent of 
rural members with desired access for this provider type was 7.5 percentage points below the goal of 80%. 
Although, Magellan strives for 100% of members having the desired access to all relevant providers, it is 
important to evaluate other data sources when examining the overall sufficiency of the network to meet 
ƳŜƳōŜǊǎΩ ƴŜŜŘǎΦ aŜƳōŜǊǎ ŜȄǇŜǊƛŜƴŎŜ ƻŦ ŎŀǊŜ ǎǳǊǾŜȅ Řŀǘŀ ƛƴŘƛŎŀǘŜŘ ǘƘŀǘ ƻǾŜǊ фр҈ ƻŦ ƳŜƳōŜǊǎ ǊŜǇƻǊǘŜŘ ōŜƛƴƎ 
satisfied with ǇǊƻǾƛŘŜǊǎ ŀǾŀƛƭŀōƭŜ ƛƴ aŀƎŜƭƭŀƴΩǎ ƴŜǘǿƻǊƪΦ Lƴ ŀŘŘƛǘƛƻƴΣ ƴƻ ƳŜƳōŜǊ ƎǊƛŜǾŀƴŎŜǎ ǿŜǊŜ ǊŜŎŜƛǾŜŘ 
regarding lack of provider availability in 2018 and 2019. In 2019, there was an increase in the overall number of 
OON requests; however, it was not related to the availability of outpatient providers for rural and urban 
providers, but rather was due to single inpatient provider in the process of credentialing with Magellan.  
 
Despite the strong performance against established goals, the CSoC network department continually strives to 
identify and credential practitioners, providers, and specialized behavioral health providers to improve member 
availability to care, including recruitment of those identified through out-of-network treatment agreements to 
meet identified geographic and specialty needs.  
 
Barriers Identified 

Á Absence of practitioners in rural areas.  

Á Non-competitive rates for practitioners. 

Á Recruiting and maintaining providers for short-term respite, especially in rural areas, due to low reimbursement and 
high startup costs. 

Á Inability to provide short-term respite in a group setting, or with multiple siblings, has also been detrimental to recruiting 
and/or retaining STR providers. 
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Á The required curriculum for new short-term respite providers was discontinued by the vendor In May 2018 and LDH is 
working on a replacement. Existing short-term respite providers can expand these services. However, new providers 
may not be credentialed and contracted for this service until the new curriculum is available. 

Á Historical reliance on hospitalizations (by families, caregivers, and first responders); licensing restrictions; low 
reimbursement, and provider fear of losing members to crisis stabilization providers for post-discharge services remain 
barriers to increasing access to crisis stabilization. 
 

Interventions 
The CSoC unit developed a Network Strategy Committee (NSC), chaired by the Network Development 
Administrator, whose purpose is to review service capacity and program development initiatives. The 
committee initiates the recruitment of providers, including the WAA and FSO, to ensure that unmet needs of 
the local communities are identified and addressed. This committee develops and implements strategies to 
meet the needs for network expansion in each region. Its intent is to address increasing capacity by involving the 
community, as well as internal and external stakeholders in developing creative solutions. The committee strives 
to ensure network sufficiency by leveraging internal subject matter experts (SME). The service development 
priorities and approaches vary from rural areas to urban areas and include stakeholder input, targeted outreach 
ǎǘǊŀǘŜƎƛŜǎΣ ŀƴŘ Řŀǘŀ ŀƴŀƭȅǎƛǎΦ ¢ƘŜ b{/Ωǎ ƛƴǘŜƴǘ ƛǎ ƴƻǘ ǘƻ ŀŘŘǊŜǎǎ ƛƴŎǊŜŀǎƛƴƎ ŎŀǇŀŎƛǘȅ ƛƴ ŀ ǾŀŎǳǳƳ ƻǊ ǎƛƭƻΣ ōǳǘ 
rather to make informed decisions for expansion of applicable services in areas of true need, while mitigating 
the risk of over or underutilization. The NSC has a multi-pronged approach for evaluating member needs, 
including: 

Á Review of non-participating provider utilization data, GeoAccess data and appointment availability data for network 
analysis to determine strategic development gaps 

Á Collection of member survey data to evaluate access to care 

Á Review of input received from provider surveys 

Á Review of member and provider grievances 

Á Evaluation of the data on the needs reporting form when there are no providers available for needed services  

Á Work collaboratively with the WAA and LDH on development and expansion of Evidence Based Practices (EBP) 

Á Work collaboratively with LDH to address barriers to service expansion  

Á Explore provider incentive opportunities such as rate increases or Value Based Purchasing (VBP) 

 
The NSC evaluated current trends in access and delivery of outpatient services provided by licensed mental 
health professionals. As a result of that evaluation, Magellan increased reimbursement for all outpatient 
services provided by licensed mental health professionals by 25%, effective July 1, 2019. This intervention 
resulted in a 179.83% increase in practitioners between July 1, 2019 and December 31, 2019.  

 
Growth in Network Practitioners during 2019 

Provider Type As of 06/30/19 As of 12/31/19 Change 

Psychiatrist 6 14 8 

Psychologist 2 3 1 

APRN Prescriber 8 8 0 

APRN 0 1 1 

LPC 4 28 24 

LMFT 0 3 3 

LAC 1 1 0 

LCSW 3 7 4 

Total 24 65 41 
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A rate increase was also made for short-term respite providers to increase availability of this service. As a result 
of this increase, an existing provider was able to expand service locations. This increased availability of the 
service to all CSoC regions, resulting in a 50% increase in short-term respite service locations from 2018 to 2019.  

 
Short Term Respite Care Provider Service Locations 

Region 2018 2019 Change 

Region 1 2 2 0 

Region 2 4 5 1 

Region 3 1 1 0 

Region 4 1 3 2 

Region 5 0 3 3 

Region 6 1 3 2 

Region 7 1 2 1 

Region 8 3 2 -1 

Region 9 3 3 0 

Total 16 24 8 

 
Recommendations for 2020 

Á Continue recruiting additional providers for short-term respite service when the new curriculum becomes available. 

Á Develop a workgroup to explore the barriers and misperceptions of crisis stabilization to determine need and 
applicability of the service. 

Accessibility to Practitioners and Providers  

Magellan believes that members are to have timely access to appropriate mental health and substance use 
services from an in-network provider 24 hours a day, seven days a week. This section provides a review of a 
variety of activities used to measure the extent to which we are able to provide and maintain this access to 
behavioral health care for our youth and families.  

Telephonic Accessibility 

Magellan's internal system, Avaya CM Supervisor, tracks all calls and allows supervisors to monitor calls, live or 
recorded, for quality evaluation of staff. Key indicators that are monitored by the CSoC unit include call 
abandonment and Average Speed to Answer (ASA). The ASA is defined as number of seconds, on average, 
before a call to the member services unit is answered.  The Number of Calls Abandoned is defined as the 
percentage of calls that reach MagŜƭƭŀƴΩǎ улл ƭƛƴŜ ŀƴŘ ŀǊŜ ǇƭŀŎŜŘ ƛƴ ǉǳŜǳŜ ōǳǘ ƴƻǘ ŀƴǎǿŜǊŜŘ ŘǳŜ ǘƻ ǘƘŜ ŎŀƭƭŜǊ 
hanging up before a member representative answers. As required by LDH, the CSoC unit includes 100% of calls 
when calculating these indicators and sets a goal of an abandonment rate of Җ5% and an average speed to 
answer of Җ30 seconds. In 2019, the CSoC unit exceeded performance goals for both telephonic accessibility 
indicators, with a call abandonment rate of only 1.25% and an ASA of 7.18 seconds. 
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Telephone Accessibility Indicators 
  2018 2019 

 Goal Numerator Denominator 
Percent / 
Average 

Numerator Denominator 
Percent / 
Average 

Call Abandonment 
Rate 

5% 249 8,044 3.10% 113 8,912 1.25% 

Average Speed to 
Answer (ASA) in 

seconds 

30 
seconds 

152,729 7,795 
20 

seconds 
109,967 8,729 

7.18 
seconds 

Practi tioner/Provider Accessibility  

Medicaid and LDH outline the specific indicators and procedures for how accessibility is monitored for both 
Managed Care Organizations (MCOs) and Magellan. In accordance with customer requirements, Magellan 
requires practitioners/providers to have emergent appointments accessible to members within one hour of the 
request and urgent appointments within 48 hours of the request. In addition, the CSoC Unit adopts the routine 
appointment standard set forth by LDH of fourteen calendar days, which is more restrictive than the NCQA 
ǎǘŀƴŘŀǊŘ ƻŦ ǘŜƴ ōǳǎƛƴŜǎǎ ŘŀȅǎΦ [5IΩǎ ƳƻƴƛǘƻǊƛƴƎ ǇǊƻǘƻŎƻƭ ƛƴŎƭǳŘŜǎ ǾŀǊƛƻǳǎ Řŀǘŀ ǎƻǳǊŎŜǎΣ ǿƘƛŎƘ ƛƴŎƭǳŘŜǎΥ 
Á Onsite provider reviews  

Á Secret shopper surveys 

Á Provider demographic attestations 

Á Member/provider experience (i.e., member grievances, provider complaints and member/provider experience of care 
surveys) 

In 2019, the network department added two additional staff exclusively responsible of network monitoring, 
including the evaluation of compliance with accessibility standards. The additional staff expanded the scope and 
scale for completion of network audits and improved the capabilities of the identification of trends and 
opportunities across the network as a whole. 

 

Provider Onsite Reviews 
Rendering providers are randomly selected each quarter based on contracted services. All providers contracted 
and rendering a specialty waiver services are reviewed annually. All other rendering providers are selected 
randomly for review. During the onsite review, network auditors review policies (e.g., look for evidence of 
written policy and procedure documents that outline how appointments are to be scheduled in a manner that 
adheres to requirements as indicated in sections 6.3.1.2 ς 6.3.1.2.2.4 of the SOW) and observe appointment 
procedures (e.g., monitor scheduling process, observe next available routine and urgent appointments to ensure 
time requirements are met, look for evidence of crisis coverage/on-call schedule) to ensure compliance with 
crisis mitigation service availability (appointment within 1 hour), urgent appointment availability (within 48 
hours) and routine appointment availability (within 14 days).  LDH defines Crisis Mitigation Services as a 
.ŜƘŀǾƛƻǊŀƭ IŜŀƭǘƘ {ŜǊǾƛŎŜ ό.I{ύ ǇǊƻǾƛŘŜǊΩǎ ŀǎǎƛǎǘŀƴŎŜ ǘƻ ŎƭƛŜƴǘǎ ŘǳǊƛƴƎ ŀ ŎǊƛǎƛǎ ǘƘŀǘ ǇǊƻǾƛŘŜǎ нп-hour on call 
telephone assistance to prevent relapse or harm to self or others, referral to other services, and support during 
related crises. A ǊŜŦŜǊǊŀƭ ǘƻ фмм ƻǊ ŀ ƘƻǎǇƛǘŀƭΩǎ ŜƳŜǊƎŜƴŎȅ ŘŜǇŀǊǘƳŜƴǘ ƛǎ ƴƻǘ ŎƻƴǎƛŘŜǊŜŘ ŀƴ ŀŎŎŜǇǘŀōƭŜ ŦƻǊƳ ƻŦ 
crisis mitigation. Goals for provider accessibility are established by LDH as 95% for emergent and urgent and 
70% for routine appointments. The CSoC network has maintained consistently high performance in 2018 and 
2019. In 2019, 99% of providers were compliant with all levels of appointment access. The following table 
summarizes 2018 and 2019 appointment access standards as evidenced by a review of processes and provider 
policies during network audits.  

QI 05, Element A, Factors 1˪5 
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Results from Provider Onsite Reviews 

   2018 2019 

Category Standard Goal Number 
Number 

w/in 
Standard 

% Met Number 
Number 

w/in 
Standard 

% Met 

Emergent 1 hour 95% 66 66 100% 65 64 99% 

Urgent 48 hours 95% 66 66 100% 65 64 99% 

Routine 
10 business 

days  
70% 66 66 100% 65 64 99% 

 
Secret Shopper Calls 
In 2019, LDH added an additional measure to monitor compliance with provider adherence to appointment 
ŀŎŎŜǎǎƛōƛƭƛǘȅ ǎǘŀƴŘŀǊŘǎΦ  ¢ƘŜ ƛƴŘƛŎŀǘƻǊ ǳǘƛƭƛȊŜǎ ŀ άǎŜŎǊŜǘ ǎƘƻǇǇŜǊέ ƳŜǘƘƻŘƻƭƻƎȅ ǘƻ ŀǎǎŜǎǎ ǇǊƻǾƛŘŜǊ ǊŜǎǇƻƴǎŜ ǘƻ 
requests for appointments under real-life circumstances. Magellan worked with LDH during Q1 and Q2 of 2019 
to establish standardized procedures for conducting calls. Procedures were piloted in Q3 and finalized in Q4. 
Providers were randomly selected for review; however, due to the phased implementation of the initiative, the 
number of providers selected was not consistent for each appointment type. The initial results showed provider 
compliance for urgent and routine appointments exceed the performance goals. Although the number of 
providers audited is low, it appears that emergent access will be an opportunity for improvement, with only one 
of the eight providers meeting LDH standards.  
 

Results of Secret Shopper Calls 

Category Standard Goal Number 
Number 

w/in 
Standard 

% 
Met 

Emergent 1 hour 95% 8 1 12.5% 

Urgent 48 hours/2 calendar days 95% 11 11 100% 

Routine 14 calendar days 70% 12 12 100% 

 

Provider Attestations of Demographic Information 
In order for members to be able to accurately locate providers who are accepting new members, it is essential 
ǘƘŀǘ ŎǳǊǊŜƴǘΣ ǾŀƭƛŘ ƛƴŦƻǊƳŀǘƛƻƴ ƛǎ ŀŎŎŜǎǎƛōƭŜ ǘƻ ƳŜƳōŜǊǎ ǘƘǊƻǳƎƘ aŀƎŜƭƭŀƴΩǎ ǇǊƻǾƛŘŜǊ ǎŜŀǊŎƘ ŜƴƎƛƴŜΦ {ŜŀǊŎƘŀōƭŜ 
fields include location, provider type/specialty, hours of operation, accepting new members, and availability just 
to name a few. Magellan requires all providers to attest to the accuracy of information once every six months 
Ǿƛŀ aŀƎŜƭƭŀƴΩǎ ǇǊƻǾƛŘŜǊ ǇƻǊǘŀƭΦ /ƻƳǇƭŜǘƛƻƴ ƻŦ ŀǘǘŜǎǘŀǘƛƻƴǎ ŀǊŜ Ƴƻƴitored on a quarterly basis to ensure ongoing 
compliance with the requirement.  
 

Year Number 
Number w/in 

Standard 
% Met 

2018 260 204 74% 

2019 494 468 95% 
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In 2018, 260 providers were audited, with only 74% having completed the required attestation. The network 
department successfully implemented interventions as outlined below, which contributed to a 95% compliance 
rate in 2019, an improvement of 21 percentage points.    

Á Reminding behavioral health providers to maintain their practice information via our quarterly All Provider calls in 
March, June, and September 2018 

Á Reminding behavioral health providers to maintain their practice data via an announcement included in the provider 
postcard that accompanied the new Provider Handbook in June 2018 

Á Reminding behavioral health providers via an e-mail blast to maintain their practice information in March 2019 

Á Reminding behavioral health providers to maintain their practice information via our quarterly All Provider calls in 
March and September 2019. 

Á Due to the effectiveness of these interventions, Magellan will continue to issue reminders via the All Provider calls, e-
blasts, and quarterly newsletters. 

 
Member/Provider Experience of Care  
In addition to continually monitoring compliance via provider quarterly audits, survey phone calls, and 
attestation of availability, the member experience in accessing care is monitored through member grievance 
data and annual satisfaction surveys. Member grievances are defined as grievances for Length of Time to Get 
Appointment and Inability to Find Provider. There were no member grievances related to availability in 2018 or 
2019. Further, over 97% of members surveyed reported providers were available at convenient times.  
 

Member Experience of Care Survey ς 2019 Results 

Question 
Total # 

Received 
% 

Positive 
% 

Neutral 
% 

Negative 

My child can get urgent treatment as soon as it is needed. 409 94.4% 3.9% 2.2% 

The services my child receives through Magellan providers 
are available at times that are good for me. 

411 97.3% 1.9% 0.6% 

 
Follow-Up Appointment for Routine Care 
In addition to emergent, urgent, and routine appointment accessibility, Magellan also evaluates member access 
to follow-up routine care appointments for both prescribers and non-prescribers. Follow-up routine care 
appointments are defined as a visit at latŜǊΣ ǎǇŜŎƛŦƛŜŘ ŘŀǘŜ ǘƻ ŜǾŀƭǳŀǘŜ ǘƘŜ ƳŜƳōŜǊΩǎ ǇǊƻƎǊŜǎǎ ŀƴŘ ƻǘƘŜǊ ŎƘŀƴƎŜǎ 
that have taken place since a previous visit.  
 
Non-Prescriber 
In order to calculate this rate, the date that the member is referred into CSoC was established as the initial 
appointmentΦ 5ǳǊƛƴƎ ǘƘŜ ƛƴƛǘƛŀƭ ǊŜŦŜǊǊŀƭΣ ǘƘŜ ŎŀǊŜƎƛǾŜǊ ƛǎ ŀǎǎŜǎǎŜŘ ōȅ ǘƘŜ ȅƻǳǘƘΩǎ aŀƴŀƎŜŘ /ŀǊŜ hǊƎŀƴƛȊŀǘƛƻƴ ŀƴŘ 
Magellan to identify the clinical needs of the member. Following this, Magellan will refer the youth and 
ŎŀǊŜƎƛǾŜǊ ǘƻ ŀ ǇǊŀŎǘƛǘƛƻƴŜǊ ŀǘ ǘƘŜ ȅƻǳǘƘΩǎ ǊŜƎƛƻƴal Wraparound Agency. Routine follow-up for non-prescribers is 
the percent of members who are seen by a practitioner within 30 days of referral. Because the Wraparound 
model is based on intensive care coordination, Magellan establishes a goal of 99% for routine follow-up 
appointments. During 2019, 2063 members were referred to a practitioner with 2062 members being seen 
within 30-days for a compliance rate of 99.95%, which exceeded the established goal. 
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Prescriber 
Routine follow-up care for prescribers is defined as a subsequent visit with a prescriber within 90-days of the 
initial prescriber visit.  CSoC members enrolled in CSoC between 01/01 and 10/02 of the measurement year are 
included in the denominator. Because Magellan is not responsible for pharmacy or physical health benefits, 
there are several factors to consider when establishing the goal for follow-up routine rate for prescribers, which 
include: 

Á Due to barriers in the accessibility and availability of prescribers, many ambulatory outpatient providers contract 
directly with prescribers as a value-added benefit for their members to provider medication management services. 
Typically, the provider does not submit claims for service reimbursement for the services. Because of this business 
arrangement, claims-based measures may underreport the actual rate. 

Á In Louisiana, like most states, PCPs often provide behavioral health medication management to youth and children. PCP 
ǎŜǊǾƛŎŜǎ ŀǊŜ ŎƻǾŜǊŜŘ ǘƘǊƻǳƎƘ ǘƘŜ ȅƻǳǘƘΩǎ a/hǎ ŀƴŘ ǘƘǳǎΣ ǘƘŜǎŜ Ǿƛǎƛǘǎ ŀǊŜ ƴƻt accounted for in this calculation.  

 
As a result of these factors, the goal for routine follow-up care for prescribers is set for 80%. In 2019, 120 
members had an initial prescriber visit, with 83.33% of those members having a follow-up prescriber visit within 
90-days. This was 3.33 percentage points above the established goal.    

 
Routine Care Follow-up Appointment Accessibility 

Provider Type  Numerator Denominator % Met 

Prescribers (within 90 days) 100 120 83.33% 

Non-Prescribers (within 30 days) 2062 2063 99.95% 

Summary of Findings and Analysis 

Telephonic accessibility indicators surpassed goals in 2019, with a call abandonment rate of only 1.25%, and an 
average speed to answer (ASA) of 7.18 seconds. Onsite reviews indicate that 99% of providers had the necessary 
policies and procedures in place to ensure member access to emergent, urgent, and routine care.  The network 
department successfully implemented interventions to ensure providers had current and valid data available to 
members through the provider search engine, which contributed to a 95% compliance rate in 2019, an 
improvement of 21 percentage points from 2018. Member experience of care survey data indicated that over 
97% of members reported that providers were available at a time convenient to them and 94.4% of members 
(n=409) reported that their child is able to obtain urgent treatment as soon as it is needed. As with availability, 
no member grievances were reported for accessibility in 2019. There were also high levels of engagement with 
non-prescribers following the initial referral, with 99.95% of members having a routine follow-up visit. There 
was an opportunity to improve accessibility to emergent care as measured through secret shopper calls. Barriers 
and recommended actions are outlined below. 
 
Barriers 

Á Feedback from Wraparound Agencies often indicates providers lack understanding of emergent/crisis situations and/or 
their obligations in them. 

Á Providers not complying with policies for emergent availability. 

Á Secret shopper callers may not be specific enough with the intent of the calls. 

Á Secret shopper callers may not understand the desired intent and documentation of results may be a factor in low 
compliance. 
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Recommendations for 2020 

Á Develop a comprehensive provider training on all appointment requirements including, but not limited to, definitions 
for all appointment types, provider responsibilities, and compliance expectations and remedial activities for non-
compliance. The training will be mandatory for all providers, WAAs and Magellan staff. 

Á Continue to issue appointment access remainders via the All Provider calls, e-blasts, and quarterly newsletters.  

Á Enhance the call scenarios to be more explicit for the targeted provider types. 

Á Re-train secret shopper call staff. 

 

One of the benefits offered to CSoC youth and families is the development of an individualized, youth and 
family-driven Plan of Care (POC), which specifies the type, amount, duration and frequency of services needed 
ǘƻ ƳŜŜǘ ǘƘŜƛǊ ǳƴƛǉǳŜ ƴŜŜŘǎΦ ¢ƘŜǎŜ Ǉƭŀƴǎ ŀǊŜ ǊŜǾƛŜǿŜŘ ōȅ aŀƎŜƭƭŀƴΩs Care Managers at least once every 180-
days to review individual member services and utilization to ensure member needs are met.  Wraparound 
Agencies are responsible for surveying members at least monthly to ensure the POC is being implemented in 
accordance with their needs. If barriers are identified, the Wraparound Agency provides individual remediations 
to support the youth and family. The results are analyzed quarterly, with a goal of 90% compliance.  In 2019, 
over 95% of members reported receiving services in the type, amount, duration, and frequency specified in their 

POC in all 12 months of 2019. This provides evidence in the sufficiency of our network to successful meet the needs 
of our youth and families.  
 

Access to Services as Specified on the YoǳǘƘΩǎ tƭŀƴ ƻŦ /ŀǊŜ - Monthly Member Survey 

Month Year Numerator Denominator Compliance Rate 

Jan-19 2262 2325 97.29% 

Feb-19 2262 2324 97.33% 

Mar-19 2240 2305 97.18% 

Apr-19 2233 2290 97.51% 

May-19 2227 2284 97.50% 

Jun-19 2212 2277 97.15% 

Jul-19 2202 2264 97.26% 

Aug-19 2197 2266 96.95% 

Sep-19 2138 2208 96.83% 

Oct-19 2115 2201 96.09% 

Nov-19 2166 2231 97.09% 

Dec-19 2115 2207 95.83% 
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Quality Work Plan Evaluation 
 
Annually, the CSoC Unit develops a comprehensive quality work plan with goals and prioritized objectives, 
including customer requirements. This plan serves as a mechanism to assess quality performance, identify 
opportunities for improvement, initiate ǘŀǊƎŜǘŜŘ ǉǳŀƭƛǘȅ ƛƴǘŜǊǾŜƴǘƛƻƴǎΣ ŀƴŘ ǊŜƎǳƭŀǊƭȅ ƳƻƴƛǘƻǊ ŜŀŎƘ ƛƴǘŜǊǾŜƴǘƛƻƴΩǎ 
effectiveness. The /{ƻ/ ¦ƴƛǘΩǎ Quality Work Plan established three goals, with eleven objectives established to 
meet these goals. Of the eleven objectives, six were fully met, one was partially met, and four were not met.  A 
brief summary evaluating our progress in achieving are objectives is detailed below.  
 

Positively influencing Health and Well-being, Including Member Safety   

Á Improve the percent of members showing clinical improvement as assessed by the Child and Adolescent Needs and 
Strengths (CANS) assessment (initially, and upon discharge) from the 2018 Year to Date (YTD) rate of 73.6% to 75%.  

 This goal was almost met as the 2019 rate was 74.4%. Further information can be found in the Child and 
Adolescent Needs and Strengths Assessment (CANS) section. 

Á In 2019, develop and begin implementation of an Outcomes-Driven Reimbursement Payment Model with Wraparound 
Agencies (WAAs).   

 This goal was met as evidenced by the implementation of a three-year strategy which includes the following 
project milestones: automation of WAA claims by 2020, identification of claims modifiers to improve efficiencies 
of data exchange with WAAs by 2021  and the creation scorecard to measure claims-based metrics, enhancing 
our capabilities to measure member outcomes, by 2022. Please see the Network Management section for more 
information on the project plan. 

Á Increase the rate for the HEDIS® 7-day Follow-up After Hospitalization measure from 56% in 2018 to 60% for in 2019. 

 There were 174 youth seen within 7-days of discharge for a rate of 47.15%. The rate decreased from the 2018 
rate by 6.06 percentage points. Further analysis on the results is detailed in the Quality Improvement Activities 
Section of this report.  

Á Increase the rate for the HEDIS® 30-day Follow-up After Hospitalization measure from 72% in 2018 to 80% in 2019.  

 There were 256 youth seen within 30-days of discharge for a rate of 69.4%. The rate decreased from the 2018 
rate by 3.61 percentage points. Further analysis on the results is detailed in the Quality Improvement Activities 
Section of this report.  

Enhancing Service and the Experience of Care 

Á Implement a comprehensive assessment and monitoring plan for Family Support Organizations (FSO) and establish a 
baseline for adherence to Substance Abuse and Mental Health Service Administration (SAMHSA) Peer Competencies 
for Peer Workers in Behavioral Health Services. Specific details of the plan will be developed in partnership with the 
FSO and the LDH and submitted to the LDH for approval. 

 This goal was met by the first audit of the FSO being completed in WY2Q3 using the assessment. Further 
information can be seen in the FSO Program Evaluation section. 

Á Improve the rate of compliance with State and Magellan qualifications and training requirements for unlicensed direct 
care staff from the 2018 YTD rate of 82.5% to a rate of 90% for 2019.  

 Despite provider referral holds, CAPS and payment recoupments, annual compliance does not meet expectations.  
Several interventions will be instituted for 2020 including shortening the time to initiate the recovery process at 
the close of the quarter as audit reports are submitted. Preparing for Your Audit presentation prior to onsite 
audits will continue and enhancements to the New Provider Orientation to increase knowledge and 
understanding on what the expectation is. For further information please refer to the Network Management 
section. 

QI 01, Element B, Factors 1˪ 3 
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Á Improve provider compliance for updating provider demographic information (on Magellan's provider portal, or 
MagellanProvider.com) from the 2018 YTD rate of 81.9% to a rate of 90% for 2019.  

 This goal was successfully met as the 2019 rate increased to 95%. Interventions were used to improve provider 
awareness of importance for correct demographic information. For further information please refer to the 
Network Accessibility section. 

Á Improve the number of contracted and credentialed short-term respite providers in Regions 3, 5 and 6, by at least one 
new provider organization, or new provider location, per region. 

 This goal was partially met as short-term respite providers were increased in Regions 5 and 6 but not in 3.  
Further information on this can be found in the Practitioner/Provider Availability section. 

Meeting and Exceeding Contractual, Regulatory & Accreditation Requirements  

Á Timely delivery of 100% of contract deliverables, including reports. 

 This goal was not met. As part of the new CSoC contract a dedicated full-time employee as a single point of 
contact for all contract and report deliverables between Magellan and LDH. The Contract Compliance officer 
implemented a procedure for tracking all deliverables and instituted a feedback loop to the report owners and 
SMEs.  An end to end process has been developed for improved submission of deliverables to address not 
meeting this goal.  

Á Achieve three-year Managed Behavioral Healthcare Organization (MBHO) accreditation from the National Committee 
for Quality Assurance (NCQA) by 11/01/2019. 

 This goal is in process as application was made to NCQA 2019, submission date set for April 7, 2020 and onsite 
review scheduled for June 1-2, 2020. 

Á Establish and implement a claims submission protocol for WAAs, with all Wraparound Facilitation payments 
reimbursed through claims by 11/01/2019. 

 This partially met goal was met by full go-live of WAA claims submission in October 2019. Two (2) of the four (4) 
WAAs experienced difficulties setting up their systems for claim submissions. Currently three (3) of the four (4) 
are now successfully submitting claims as of Feb 2020.  Magellan is working with the final WAA to test their 
system and expectation of full compliance for all four (4) WAA agencies in March 2020. Further information can 
be seen in the Wraparound Agency Value-Based Purchasing Strategy section. 

Á Establish and implement a data exchange protocol between Magellan and WAAs to support and enhance state and 
federal reporting requirements.  

 This goal was met through successful electric submission of claims occurred through September and October 
2019. Further information can be found in the Network Management section. 

 

All of the objectives above were addressed in 2019, as described throughout this evaluation.  Performance for 
each of the prioritized objectives listed above is discussed in more detail further in this evaluation as 
documented in the table below.  The Executive Summary of this evaluation highlights the /{ƻ/ ¦ƴƛǘΩǎ 
performance achievements in 2019 and the Program Objectives established for 2020.  
 

Overall Evaluation of 2019 Goals and Objectives  

Objective 
Evaluation of 

Progress 
Section 

Goal 1: Positively influencing Health and Well-being, Including Member Safety 

Improve the percent of members showing clinical 
improvement  

Met Performance Measures 
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Objective 
Evaluation of 

Progress 
Section 

Develop an Outcomes-Driven Reimbursement Payment 
Model with Wraparound Agencies (WAAs 

Met Network Management 

Increase the rate of I95L{ϯҍ[ƛƪŜ Follow-up Appointments 
After Hospitalization for Mental Illness within 7 days of 

discharge  
Not Met 

QIA and Coordination of 
Care 

Increase the rate of I95L{ϯҍ[ƛƪŜ Follow-up Appointments 
After Hospitalization for Mental Illness within 30 days of 

discharge  
Not Met 

QIA and Coordination of 
Care 

Goal 2: Enhancing Service and the Experience of Care 

Implement a comprehensive assessment and monitoring 
plan for Family Support Organizations (FSO)  

Met Network Management 

Improve the rate of compliance with State and Magellan 
qualifications and training requirements for unlicensed 

direct care staff  
Not Met Network Management 

Improve provider compliance for updating provider 
demographic information 

Met 
Availability and 
Accessibility or 

Practitioners and Providers 

Improve the number of contracted and credentialed short-
term respite providers  

Partially Met 
Availability and 
Accessibility or 

Practitioners and Providers 

Goal 3: Meeting and Exceeding Contractual, Regulatory & Accreditation Requirements 

Timely delivery of 100% of contract deliverables Not Met 
Regulatory Compliance 

Monitoring 

Achieve three-year MBHO accreditation NCQA Not Met Accreditation 

Establish and implement a claims submission protocol for 
WAAs 

Met Network Management 

Establish and implement a data exchange protocol between 
Magellan and WAAs  

Met Network Management 
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Quality Performance Measures  
The CSoC Unit collects data from a wide range of sources to ensure our quality improvement activities are driven 
by qualitative and quantitative data. Data sources can include but are not limited to: claims for inpatient and 
outpatient levels of care, member eligibility feeds for demographic data, internal platforms for network provider 
data, internal member health records for authorization and episode of care data, electronic health records (i.e., 
assessment and plan of care data), grievance/appeals data, and member experience of care and survey data.  
²ƘŜƴ ŀǾŀƛƭŀōƭŜΣ ǘƘŜ Řŀǘŀ ƛǎ ǘǊŀƴǎŦŜǊǊŜŘ ǘƻ aŀƎŜƭƭŀƴΩǎ Řŀǘŀ ǿŀǊŜƘƻǳǎŜ ŦƻǊ ƛƴǘŜƎǊŀǘŜŘ ǊŜǇƻǊǘƛƴƎ ƻŦ ǉǳŀƭƛǘȅ 
measures.   
 
The CSoC Unit evaluates performance against national benchmarks, such as HEDIS® and the University of 
WasƘƛƴƎǘƻƴΩǎ ²ǊŀǇŀǊƻǳƴŘ 9Ǿŀƭǳŀǘƛƻƴ ŀƴŘ wŜǎŜŀǊŎƘ ¢ŜŀƳ ό²9w¢ύΣ customer minimum standards and goals,  
historical performance, and other Magellan public sector units. Please see the Quality Improvement Activities 
section of this evaluation, for more information on how the specific data were used in 2019.  

Quality Improvement Strategy Performance Measures 

QIS performance measures were established by LDH to ensure compliance with waiver requirements and 
program goals.  These measures are monitored in different intervals based on stages of enrollment and provide 
a comprehensive look at outcomes.  Like CANS monitoring, Access to Wraparound and placement in restrictive 
settings are monitored quarterly, allowing administrators and program directors to have a real-time mechanism 
to monitor results and implement process improvement initiatives as needed. Other measures, like the fidelity 
survey, are monitored annually and employ a sample population to amalgamate program outcomes.  The most 
recent quality improvement measure, the Plan of Care Review Tool, aims to achieve real-time monitoring and 
improvement of outcomes.     

Access to Wraparound  

!ŎŎŜǎǎ ǘƻ ǿǊŀǇŀǊƻǳƴŘ ƳŜŀǎǳǊŜǎ ŀǊŜ ƛƴŘƛŎŀǘƻǊǎ ǘƘŀǘ ƭƻƻƪ ŀǘ ǘƘŜ ²ǊŀǇŀǊƻǳƴŘ !ƎŜƴŎƛŜǎΩ ŀōƛƭƛǘȅ ǘƻ ŜƴƎŀƎŜ ŦŀƳƛƭƛŜǎ 
at the time of referral. Access to wraparound evaluates the timeliness of initial contact, which should occur 
within 48 hours of the referral, and timeliness of first face-to-face contact, which is expected to take place 
within seven days. Initial contact statistics have been steady over time, with 93.7% referrals meeting standard in 
WY3Q2 (n=799). There has also been a slight negative trend in first face-to-face contact with 67.6% of youth 
meeting timeframes in WY3Q2. Magellan engaged Wraparound Agencies to better understand barriers to face-
to-face engagement. Wraparound Agencies identify that factors influencing meeting these timeframes included 
the day of the week the referral is received and member unavailability. Magellan is dedicated to facilitating 
engagement with members. Because of this, Magellan Care Mangers include specific information to families 
during the initial referral call.  They explain specific details regarding what the caregiver should expect during the 
first weeks of enrollment, including phone contact, scheduling, and initial engagement processes. The figure 
below shows wraparound measures for 01/01/2018 through 12/31/2019. 
 

 
 

 
 

 
 

QI 01, Element B, Factors  1˪ 3 
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Measurements of Access to Wraparound 

 

Children in Restrictive Settings  

Inpatient hospitalizations are sometimes unavoidable due to the severity of the membership served in CSoC. 
However, CSoC aims to reduce the number of youth requiring that level of intervention as much as possible.  
Additionally, if a youth does require hospitalization, the goal is for them to be away from their community 
setting for as few days as possible.  Despite serving a high-risk population, only 4.51% of CSoC youth (n=2,615) 
spent any days in inpatient hospitalization in WY3Q2.  Average length of stay (ALOS) has remained largely stable 
over the past two years, ranging between six and eight days.  
 

Inpatient Utilization 

 

WY1Q3WY1Q4WY2Q1WY2Q2WY2Q3WY2Q4WY3Q1WY3Q2

Timely Contact Standard 94.1% 93.9% 96.0% 95.9% 94.1% 95.1% 93.3% 93.7%

Timely Face-to-face Standard69.9% 68.1% 71.7% 69.6% 67.3% 65.1% 70.1% 67.6%
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A barrier in reducing the number of youth in restrictive settings was identified as a lack of discharge planning 
that could result in delays to returning to the youth to a home or community-based setting.  One intervention 
that was used to address this is the creation of a dedicated Utilization Management Care Manager position.  This 
licensed clinician acts as the primary utilization reviewer for all hospitalized CSoC youth across the state. One 
component of that position is to present currently hospitalized youth in weekly clinical rounds for collaborative 
treatment planning.  This approach allows for pro-active steps to be taken for discharge planning, including 
ŎƻƻǊŘƛƴŀǘƛƻƴ ǿƛǘƘ ǘƘŜ ȅƻǳǘƘΩǎ ǊŜƎƛƻƴŀƭ ŎŀǊŜ ƳŀƴŀƎŜǊ ǿƘƻ ƛǎ ƛƴ ǊŜƎǳƭŀǊ ŎƻƴǘŀŎǘ ǿƛǘƘ ǘƘŜ ²!!Φ  ¢ƘŜǎŜ ŎƭƛƴƛŎŀƭ 
rounds also include MagŜƭƭŀƴΩǎ /ƭƛƴƛŎŀƭ 5ƛǊŜŎǘƻǊ ǿƘƻ ǊŜǇƻǊǘǎ ƴŜŜŘǎ ŀƴŘ ŎƻƴŎŜǊƴǎ ǘƻ ǘƘŜ aŜŘƛŎŀƭ 5ƛǊŜŎǘƻǊ ǿƘƻ 
can make real-ǘƛƳŜ ǘǊŜŀǘƳŜƴǘ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎΣ ǊŀǘƘŜǊ ǘƘŀƴ ǎƻƭŜƭȅ ŜƴƎŀƎƛƴƎ ƛƴ ǘƘŜ ȅƻǳǘƘΩǎ ŎŀǎŜ ŀǘ ǘƘŜ Ǉƻƛƴǘ ŀǘ 
which a formal physician advisor review is requested. 

 

Follow-up after Hospitalization for Mental Illness Report 

Follow-Up after Hospitalization (FUH) for Mental Illness HEDIS® measures are industry standard performance 
measures used to monitor if members admitted to an inpatient psychiatric hospital setting receive necessary 
follow-up care within seven and thirty days from discharge.  It is believed that integrating members into 
outpatient services as soon as possible following an inpatient hospitalization can reduce recidivism and improve 
outcomes for members.  Because of the unique aspects of the CSoC program, Magellan looks at both a standard 
measure, using NCQA HEDIS® specifications, and a modified measure.  The table below shows the follow-up 
hospitalization (FUH) rates for rates 01/01/2019 ς 12/01/2019. For further analysis please see the QIA section.   
 

Methodology Denominator 
7-Day 

Numerator 
7-Day 

Percent 
30-Day 

Numerator 
30-Day 
Percent 

HEDIS® Specifications1 368 173 47.01% 249 67.66% 

Modified HEDIS® Specifications2 368 287 77.99% 331 89.95% 

1Includes waiver service CSoC ILSB only 
2Adds waiver services CSoC YST, PST, CS, and STR 

 

Natural and Informal Supports on Plan of Care 

Louisiana families participating in wraparound are diverse in terms of their structure and composition.  CSoC is 
centered on building a comprehensive Child and Family Team (CFT) for every youth and family.  Involvement of 
natural and informal supports is not only a central value of wraparound, but it is also believed to be a key factor 
in sustaining improvements following discharge.  The figure below shows a steady commitment to this level of  
involvement, with 85.3% (n=2,594) of youth having natural and informal supports listed on their POC in WY3Q2.   

 
 

 

CC 01, Element A, Factor 1 & 2 
CC 01, Element B, Factor 2 
CC 01, Element C, Factor 2 
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Natural/Informal Supports Present on POC 

 

 

It is beneficial to examine the use of natural and informal supports by region so that successes can be celebrated 
and needs for improvement can be identified.  The figure below details regional differences in performance rate 
across the state.  As of reporting period WY3Q2, Region 3 demonstrated the highest incidence of natural and 
informal support usage with 94.6%; lowest performance rate was observed in Region 4 with 70%. 
 

Use of Natural/Informal Supports: Performance Rate by Region 

 

The wraparound model consists of four phases wherein certain processes should take place. During the initial 
phase, a central aim is to establish a trusting relationship , set the tone for teamwork, and to orient the youth 
and family to their integral role in the process.  Strengths are assessed and needs are prioritized so that a plan of 
care that will direct the efforts of the CFT.  Given that the time needed to accomplish this may vary as natural 
and informal supports are identified, it is important to account for length of enrollment in CSoC when evaluating 
the composition of the team.   
 

WY1Q3 WY1Q4 WY2Q1 WY2Q2 WY2Q3 WY2Q4 WY3Q1 WY3Q2

Natural/Informal Support 89.8% 89.0% 90.3% 91.5% 89.5% 86.6% 80.2% 85.3%
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The figure below shows that the use of natural and informal supports is consistently over 80% but does increase 
ƻǾŜǊ ǘƘŜ ŎƻǳǊǎŜ ƻŦ ǘƘŜ ȅƻǳǘƘΩǎ ŜƴǊƻƭƭƳŜƴǘΦ  ²Ŝ ǎŜŜ ǘƘŜ Ƙighest rates of natural and informal supports between 
361-540 days in the program.  Given the known relationship of natural and informal supports to success in 
wraparound, a longer enrollment period without a comprehensive Child and Family Team should indicate that 
action is needed.    

Use of Natural/Informal Supports: Performance Rate by Enrollment Period 

 

Magellan has supported increased monitoring of informal support involvement via the Plan of Care (POC) 
Review Tool.  This mechanism, which ensures that each and every POC meets the highest standards of best 
practice, was introduced in phases over the past two years.  Following its full implementation in September of 
2019, Magellan began to utilize the full spectrum of data analysis that it provides.  Increasing rates of natural 
and informal supports has been a known area in need of improvement since CSoC was implemented.   
 
Using the POC Review Tool, Magellan Care Managers rate each POC item on a scale for 1-5.  A rating of 5 
indicates that item is fully compliant with best practices, while a rating of 1 indicates that the POC standards 
ƘŀǾŜ ƴƻǘ ōŜŜƴ ƳŜǘΦ ¢ƘŜ th/ ƛǘŜƳ ά5ƛǾŜǊǎŜ ¢ŜŀƳέ ƛǎ ǇŀǊǘƛŎǳƭŀǊƭȅ ƛƳǇƻǊǘŀƴǘ ƛƴ ŜǾŀƭǳŀǘƛƴƎ ǘƘŜ ǘŜŀƳ ŎƻƳǇƻǎƛǘƛƻƴ 
to ensure that natural and informal supports are included. The Diverse Team standard is defined as a team that 
consists of the youth, caregiver, formal behavioral healthcare providers, state agency representative when 
applicable, and at least one other person who does not receive any financial incentive to participate in the 
wraparound process.  Many different types of supports can be included here such as teachers, neighbors, 
aunts/uncles, coaches, pastors, godparents, and family friends.  A rating of 5 on this item indicates that the 
highest standard for team composition has been met.   
 
Analysis of POC ratings in January 2020 show that having a diverse team is an area in need of improvement. 
Examination of the 4,528 most recent POC reviews show that, while 94.66% of plans met the minimum 
threshold rating of 3 on the DƛǾŜǊǎŜ ¢ŜŀƳ ƛǘŜƳΣ ƻƴƭȅ пуΦну҈ ƻŦ Ǉƭŀƴǎ ƳŜǘ ǘƘŜ ƘƛƎƘŜǎǘ ǎǘŀƴŘŀǊŘΦ  aŀƎŜƭƭŀƴΩǎ 
ability to examine data in this way results in a myriad of opportunities to both evaluate outcomes and to 
implement interventions in real time.  For a full description of POC Review Tool capabilities and protocols, 
please see the Care Management section of this document.   
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Discharge Indicators 

A principal goal of CSoC is for members to discharge successfully from the program.  Success is defined as 
discharging with 80% to 100% of identified goals met. Successful discharges account for the largest type of 
discharge and have stabilized to percentage rates in the upper forties.  In total, 58.1% of youths discharging in 
WY3Q2 reported a good or successful discharge. Discontinuation of and disengagement from services accounted 
for a marked portion of discharge, with 8.6% and 7.8% reporting those reasons, respectively.  Lack of 
engagement has been a known barrier for some time and significant efforts have been made to address this at 
regional, provider, and facilitator levels. 

 
Reasons for Discharge Quarterly Reporting 

 

Another central goal of the program is for enrolled members to discharge into a home and community setting.  
The figure below shows that consistently over 90% of CSoC youth are discharging into the home and community 
setting, with a peak quarter in WY2Q4 of 94.8%.  In the most recent quarter, 92% of youth (n=562) discharged to 
a home and community-based setting. One of the barriers identified in 2019 was the current discharge form did 
not provide sufficient information on outcomes, living setting, and reason for discharge. In early 2020, an 
internal workgroup at Magellan submitted recommendations to LDH to revise the discharge form to increase the 
usefulness of the data captured to better support  continuity of care between MCOs and Magellan and 

WY1Q3 WY1Q4 WY2Q1 WY2Q2 WY2Q3 WY2Q4 WY3Q1 WY3Q2

Successful Discharge 48.8% 47.8% 45.3% 48.8% 47.1% 51.1% 42.7% 47.7%

Good Discharge 10.9% 9.3% 15.5% 11.4% 14.9% 12.8% 14.7% 10.4%

Fair Discharge 5.2% 5.7% 6.2% 8.4% 7.8% 6.9% 6.7% 7.1%

Residential Placement 6.3% 7.2% 6.6% 4.2% 6.9% 4.3% 5.5% 6.1%

Legal Guardian Discontinued Services4.8% 10.6% 5.8% 8.9% 5.4% 7.2% 6.5% 8.6%

Child/Family Disengaged from
Services

10.2% 9.8% 7.7% 8.2% 10.2% 9.9% 11.7% 7.8%

Relocation 9.2% 5.7% 10.6% 8.0% 4.5% 5.0% 8.5% 4.6%

Other 4.8% 4.1% 2.4% 2.3% 3.1% 2.9% 3.5% 7.6%
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outcomes monitoring. Once approved and implemented, the revised form will increase our capacity to analysis 
factors influencing members who are not discharging into a home and community-based setting.  
 

Youth Discharged to Home and Community-based Setting 

 

Child and Adolescent Needs and Strengths Assessment (CANS) Indicators 

The CSoC program is designed to reduce current and future out of home placements and to improve the 
functioning of youth and families across multiple life domains.  A crucial aspect of the Magellan program centers 
on monitoring outcomes with multidimensional tools and robust data analysis.  This section provides details on 
the three major mechanisms utilized by Magellan to monitor outcomes: the Child and Adolescent Needs and 
Strengths (CANS) assessment, Quality Improvement Strategy (QIS) performance measures, and the annual 
fidelity survey.  
 
The CANS Comprehensive Multisystem Assessment is a multi-purpose tool ŘŜǾŜƭƻǇŜŘ ŦƻǊ ŎƘƛƭŘǊŜƴΩǎ ǎŜǊǾƛŎŜǎ ǘƻ 
support decision making, including eligibility and service planning, facilitating quality improvement initiatives, 
and monitoring outcomes of services.  The CANS is completed based on a face-to-face interview with the child 
and guardian(s) when possible as well as additional supporting information. The Louisiana CANS was developed 
with Dr. John Lyons to meet the unique needs of the state at the initiation of the CSoC program in 2012.  It 
ǳǘƛƭƛȊŜǎ ŀ ƭƻŎŀƭƛȊŜŘ ŀƭƎƻǊƛǘƘƳ ǘƻ ŘŜǘŜǊƳƛƴŜ ŀ ȅƻǳǘƘΩǎ ŜƭƛƎƛōƛƭƛǘȅ ŦƻǊ ŜƴǊƻƭƭƳŜƴǘ ƛƴ /{ƻ/Φ .ŜȅƻƴŘ ǘƘŀǘΣ ǘƘŜ /!b{ ƛǎ 
used to direct treatment planning. 
  
Unlike other psychometric tools, the CANS was developed from a communication perspective so as to facilitate 
the linkage between the assessment process and the design of individualized service plans. The CANS examines 
both the needs and the strengths of youth and family. Strengths are ŀǊŜŀǎ ƻŦ ŀ ȅƻǳǘƘΩǎ ƭƛŦŜ ǿƘŜǊŜ ƘŜ ƻǊ ǎƘŜ ƛǎ 
doing well or has an interest or ability. Needs are areas where a youth requires help or serious intervention.  
 
The CANS assessment is subdivided into life domain categories.  The domains consist of a group of specific items 
to assess how the youth and family functions in everyday life, on specific emotional or behavioral concerns, on 
risk behaviors, on strengths, and on skills needed to grow and develop. There are also extension modules, which 

WY1Q3WY1Q4WY2Q1WY2Q2WY2Q3WY2Q4WY3Q1WY3Q2

HCB Setting at Discharge91.2% 93.0% 92.1% 94.6% 92.2% 94.8% 93.7% 92.0%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%



CSoC Unit 
Quality Improvement ς Clinical Management Program Evaluation 

01/01/2019ҍ12/31/2019 
 

CSoC Unit QIC Approval Date ˪  03/19/2020  

Confidential, Proprietary and Trade Secret Information.                                                                                                                                          Page 60 | 193 

are triggered when key core questions are scored a one or higher. The extension modules allow the assessor to 
conduct a deeper dive into important needs, including juvenile justice, trauma, and substance use. 
Methodology 
CANS ratings were designed to signal different courses of action in treatment planning. Each item suggests a way 
in which an individualized treatment plan can be tailored to the specific needs and strengths of the youth and 
family.  Each item includes an anchor definition with four levels. These definitions are designed to translate into 
the action levels as outlined in the tables below. All actionable items must be addressed in some capacity on the 
Plan of Care.   

CANS Needs Rating Guidance 
Rating Level of Need Description 

0 
No evidence of 

need 

A need ǊŀǘƛƴƎ ƻŦ άлέ ƛƴŘƛŎŀǘŜǎ ǘƘŀǘ ǘƘŜǊŜ ƛǎ ƴƻ ǊŜŀǎƻƴ ǘƻ ōŜƭƛŜǾŜ ǘƘŀǘ ŀ ǇŀǊǘƛŎǳƭŀǊ ƴŜŜŘ 
exists; therefore, the current assessment indicates that this item does not need to be 

ŀŘŘǊŜǎǎŜŘ ƻƴ ǘƘŜ ȅƻǳǘƘΩǎ tƭŀƴ ƻŦ /ŀǊŜ ŀǘ ǘƘƛǎ ǘƛƳŜΦ 

1 
Watchful 

waiting/prevention 

A neŜŘ ǊŀǘƛƴƎ ƻŦ άмέ ƛƴŘƛŎŀǘŜǎ ǘƘŀǘ ǘƘŜ ŎǳǊǊŜƴǘ ŀǎǎŜǎǎƳŜƴǘ ǊŜǾŜŀƭǎ ŀ ƴŜŜŘ ŦƻǊ ǿŀǘŎƘŦǳƭ 
waiting and that preventative action to address future needs may be required.  Three 

reasons for this rating are: suspicion, historical need, and/or contention. 

2 Action need 

! ǊŀǘƛƴƎ ƻŦ άнέ ƛƴŘƛŎŀǘŜǎ ǘƘŀǘ ŀŎǘƛƻƴ ƛǎ ǊŜǉǳƛǊŜŘ ǘƻ ŀŘŘǊŜǎǎ ǘƘƛǎ ƴŜŜŘΦ  ¢ƘŜ ƴŜŜŘ ƛǎ 
ǎǳŦŦƛŎƛŜƴǘƭȅ ǇǊƻōƭŜƳŀǘƛŎ ŀƴŘ ƛǎ ƛƴǘŜǊŦŜǊƛƴƎ ǿƛǘƘ ǘƘŜ ȅƻǳǘƘ ƻǊ ŦŀƳƛƭȅΩǎ ƭƛŦŜ ƛƴ ŀ ƴƻǘŀōƭŜ ǿŀȅΦ  

Any needs with this rating must be addressed in some capacity on ǘƘŜ ȅƻǳǘƘΩǎ tƭŀƴ ƻŦ 
Care. 

3 
Immediate/ 

intensive action 
needed 

! ƴŜŜŘ ǊŀǘƛƴƎ ƻŦ άоέ ƛƴŘƛŎŀǘŜǎ ǘƘŀǘ ƛƳƳŜŘƛŀǘŜ ŀƴŘκƻǊ ƛƴǘŜƴǎƛǾŜ ŀŎǘƛƻƴ ƛǎ ǊŜǉǳƛǊŜŘΦ  ¢Ƙƛǎ 
rating indicates a need that is dangerous or disabling for the youth or family.  Items with 
this rating must be urgently reviewed by the treatment team and addressed on the plan 
of care.  In the case of a life-threatening need, emergency procedures must be enacted. 

 
CANS Strengths Rating Guidance 

Rating Level of Strength Description 

0 
Centerpiece 

strength 

! ǊŀǘƛƴƎ ƻŦ άлέ ƛƴŘƛŎŀǘŜǎ ǘƘŀǘ ŀ ǇŀǊǘƛŎǳƭŀǊ ǎǘǊŜƴƎǘƘ ŜȄƛǎǘǎ ŀƴŘ ƛǎ ǎƛƎƴƛŦƛŎŀƴǘƭȅ ǿŜƭƭ-
ŘŜǾŜƭƻǇŜŘΦ  ¢Ƙƛǎ ǊŀǘƛƴƎ ŎƻƳƳǳƴƛŎŀǘŜǎ ǘƘŜ ǎǘǊŜƴƎǘƘ Ŏŀƴ άǊǳƴ ƻƴ ƛǘǎ ƻǿƴέ ŀƴŘ ŘƻŜǎ ƴƻǘ 

require any additional support or assistance at this time. It can be used as a centerpiece 
in developing a strength-based Plan of Care. 

1 
Strength that you 

can use in 
planning 

! ǊŀǘƛƴƎ ƻŦ άмέ ƛƴŘƛŎŀǘŜǎ ŀ ǎǘǊŜƴƎǘƘ ǘƘŀǘ ŜȄƛǎǘǎ ōǳǘ ƴŜŜŘǎ ǎǳǇǇƻǊǘ ǘƻ ŘŜǾŜƭƻǇ ƛƴǘƻ ŀ 
centerpiece strength. Such a strength can be used in treatment planning. 

2 
Strength has been 
identified-must be 

built 

! ǊŀǘƛƴƎ ƻŦ άнέ ƛƴŘƛŎŀǘŜǎ ǘƘŀǘ ŀ ǎǘǊŜƴƎǘƘ Ƙŀǎ ōŜŜƴ ƛŘŜƴǘƛŦƛŜŘ ōǳǘ ǊŜǉǳƛǊŜǎ ǎƛƎƴƛŦƛŎŀƴǘ 
support to become effectively utilized.  This strength can potentially be used in 

treatment planning if it is built upon.  This rating may also indicate that a strength 
existed previously, but current circumstances have diminished it. 

3 
No strength 
identified 

! ǊŀǘƛƴƎ ƻŦ άоέ ƛƴŘƛŎŀǘŜǎ ǘƘŀǘ ǘƘŜǊŜ ƛǎ ƴƻ ŜǾƛŘŜƴŎŜ ǘƘŀǘ Ƙƛǎ ǎǘǊŜƴƎǘƘ ŜȄƛǎǘǎΦ  {ƛƎƴƛŦƛŎŀƴǘ 
efforts are needed by the youth, family, and treatment team are needed to identify such 
a strength.  It is expected that this rating would improve over time as the Plan of Care is 

enacted. 

 
Psychometric Properties 
The CANS is widely used across the nation to support similar programs, with versions in fifty states to support 
child welfare, mental health, juvenile justice, and early intervention applications.  According to the Praed 
Foundation, the CANS has demonstrated reliability and validity. The average reliability of the CANS is 0.75 with 
vignettes, 0.84 with case records, and can be above 0.90 with live cases.  



CSoC Unit 
Quality Improvement ς Clinical Management Program Evaluation 

01/01/2019ҍ12/31/2019 
 

CSoC Unit QIC Approval Date ˪  03/19/2020  

Confidential, Proprietary and Trade Secret Information.                                                                                                                                          Page 61 | 193 

 
Data Integrity 
To further support reliability and validity, Magellan performs input validation (e.g., identifying and investigating 
outlier scores, duplicates, etc.) to ensure the integrity of data. This includes monitoring the compliance rates 
quarterly to ensure that discharged members have both an initial and discharge CANS submitted electronically, 
which allows for the member to be included in current and future analytic activities.  High rates of compliance 
have been observed since 2016 as a result of establishing requirements for electronic submissions, peaking in 
WY3Q2 at 98.0%. This ensures that a continuum of data is available for CSoC youth and families to track 
progress and outcomes. 
 
Assessment Improvement Collaboration 
Magellan is committed to advancing our understanding of CSoC program dynamics through CANS data.  
In March 2019, the QI department began concerted efforts to improve the reliability and validity of CANS 
assessments. A guide for assessing CSoC youth was created and distributed to all WAAs and Certified Providers.  
This guide served several capacities including to: 

Á Act as a refresher to CANS rating guidance 

Á Outline assessor responsibilities  

Á Connect CANS items to the narrative portion of the assessment known as the IBHA  

Á Emphasize that the assessment will drive all subsequent treatment planning for the youth and family  

 
As a companion to this guide, all certified providers and pertinent WAA staff were required to attend a live tele-
conference training.  Attendance was tracked and 100% compliance was achieved by WAA staff and practicing 
assessors.  Both the guide and the recorded training are available on the Magellan of Louisiana website. 
Magellan also took additional steps to ensure a collaborative approach to assessment improvement.  Beginning 
in November 2019, the QI department created an Assessment Inventory designed to gather information on key 
ŀǎǇŜŎǘǎ ƻŦ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭ ŀǎǎŜǎǎƻǊǎΩ ŜȄǇŜǊƛŜƴŎŜǎ ŀƴŘ ƛŘŜƴǘƛŦȅ ōŀǊǊƛŜǊǎ ǘƻ ŀŎƘƛŜǾƛƴƎ Ŏƻnsistency in the application 
of assessment process.  The inventory gathered information on key elements of regional assessment procedures 
and the practices of individual assessors.  Inventory items included:  

Á Ratios of roster staff to contracted employees  

Á Communication with facilitators 

Á Frequency of supervision  

Á Travel time to assessments  

Á Average documentation time 

Á Perceived barriers   

 
These responses were compiled and used to engage in targeted, in-person meetings between WAA leadership 
and the QI department.  Magellan quality staff travelled to each region to facilitate open discussions about 
current assessment procedures and brainstorm new approaches that can be implemented at a system level.   
 
One particular barrier that was identified concerned the employment status of the assessors, also called 
Certified Providers (CP). Regions using in-house (roster staff) assessors reported greater frequency of 
communication with supervisors and facilitators than did regions utilizing contracted assessors.  These regions 
also employed more standardized procedures for identifying risk behaviors in youth and collaboration with their 
clinical team members. To address this, Choices (Region 3, 6, and) made the decision to begin a hiring search for 
a full-time dedicated assessor in each of their regions.     
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Results 

Along with informing treatment and service planning, the CANS is also used to facilitate quality improvement 
initiatives, monitor outcomes and determine clinical eligibility for CSoC. Because of this, the principles of 
reliability and validity are critical concepts that must be continuously assessed and monitored. Lyons (2011) 
reported that the CANS has demonstrated both reliability and validity, which includes strong reliability scores 
with vignettes, case records and live cases and validity to other similar measures of symptoms, risk behaviors 
and functioning (Lyons, 2011).   
 
The CANS is used to evaluate outcomes at the youth, provider, regional, and statewide levels. Magellan 
approaches the CANS from multiple perspectives in order to assess the areas detailed in the accompanying 
graphic. The ability to monitor outcomes in these ways requires the CANS to be submitted electronically and has 
been supported by Magellan through the creation of interfaces that allow for the seamless collection of this 
data through MagellanProvider.com. 
 
Quarterly CANS Outcomes 
Because CSoC is a short-term intervention with an approximate length of stay of 12 months, it is vital to monitor 
global change scores quarterly.  This is done from both a data integrity perspective as well as to meet LDH 
requirements for performance measure reporting.  This type of monitoring allows LDH, Magellan and WAA 
program directors to have a real-time mechanism to evaluate outcomes. Improved clinical functioning is defined 
as the percentage of members with a decrease of five points or more in the global scores from the initial and 
discharge assessments.  The compliance rate is defined by the percent of members discharging during the 
quarter with complete data (i.e., an electronic initial and discharge CANS submitted for the member). The 
program has consistently maintained strong outcomes, with approximately 74.4% (n = 4,385) showing 
improvement in clinical functioning and 98% compliance rate.   

 
Quarterly Global CANS Outcomes: Improved Clinical Functioning 

 
 
School functioning is defined as the sum of the four items in the school module, and improvement is 
represented by a decrease of one point from initial to discharge CANS administrations. Individual items for 
school behavior and school attendance are also tracked. CSoC youth showed a slight slowing of improvement in 

WY1Q3 WY1Q4 WY2Q1 WY2Q2 WY2Q3 WY2Q4 WY3Q1 WY3Q2

Compliance 97.1% 95.5% 94.3% 96.9% 95.9% 95.8% 96.6% 98.0%

Improved Clinical Functioning72.7% 72.3% 76.1% 75.8% 76.8% 75.0% 73.1% 74.4%
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school functioning, attendance, and behavior over the past year.  However, the most recent quarter results 
show improvement across all school measures. 
 

Quarterly Global CANS Outcomes: School Module* 

 

Comprehensive Analysis 
In addition to the prescribed quarterly outcomes monitoring activities, Magellan also conducts multiple levels of 
analytics throughout the year.  For the first level of additional analysis, Magellan evaluated the global CANS 
scores at the initial and discharge assessments. Although quarterly monitoring has value, it is also important to 
look at data over a longer period of time.  This stabilizes the data by allowing for more members to be included 
and also provides an opportunity to conduct a statistical analysis of the data to ensure differences are not the 
result of confounding variables. This comprehensive analysis shows that strong, consistent outcomes have been 
sustained over the years. The most recent data shows an increase in initial global CANS scores while maintaining 
ŀ ǎƛƳƛƭŀǊ ǇŀǘǘŜǊƴ ƻŦ ƛƳǇǊƻǾŜƳŜƴǘ ƻǾŜǊ ǘƘŜ ŎƻǳǊǎŜ ƻŦ ŀ ȅƻǳǘƘΩǎ ŜƴǊƻƭƭƳŜƴǘ όƴҐпΣоурύΦ 

 
CANS Global Score Changes: Initial to Discharge 

   

WY1Q3 WY1Q4 WY2Q1 WY2Q2 WY2Q3 WY2Q4 WY3Q1 WY3Q2

School Functioning 71.3% 66.3% 71.4% 71.7% 68.8% 65.2% 62.7% 66.7%

School Attendance 62.9% 59.6% 61.4% 62.4% 64.9% 60.6% 55.5% 56.3%

School Behavior 67.6% 63.0% 65.4% 67.9% 67.4% 62.1% 57.1% 62.4%
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From 1/1/2018-12/31/2019, 71.7% of CSoC youth demonstrated a CANS global score improvement of 5 or more 
points from initial to discharge assessment (n=4,385).  Of those 3,145 youth, most had improved global CANS 
scores of greater than 15 points.  An analysis of members showing improvement is reported in the table below.  

Analysis of Members with Clinical Improvement 

 

With the exception of the acculturation domain, all domain scores showed marked improvement. The lack of 
ŎƘŀƴƎŜ ƛƴ ŀŎŎǳƭǘǳǊŀǘƛƻƴ ŘƻƳŀƛƴ ǎŎƻǊŜǎ ƛǎ ŜȄǇƭŀƛƴŜŘ ōȅ /{ƻ/Ωǎ ƭŀǊƎŜƭȅ ƘƻƳƻƎŜƴƻǳǎ ǇƻǇǳƭŀǘƛƻƴΣ ǿƛǘƘ ŜȄǘǊŜƳŜƭȅ 
few youth and families reporting needs in this area.  The greatest improvement was observed in the Child 
Strengths domain, with an average overall change score of 6.15.  A central focus of CSoC is to nurture and grow 
youth strengths so that they may become capable of self-reliance and excel in their own communities.  CANS 
outcomes data indicates that this goal is being realized. 
 

CANS Global Outcomes: Domain Scores 
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Actionable Needs 
Another area of analysis included in evaluating program outcomes is the change in number of actionable needs 
identified at the initial versus discharge assessments. An actionable need is defined as an item with a CANS 
rating of a two or three. Actionable items are of particular significance for the CSoC program both because they 
must be addressed on the plan of care according to waiver requirements and because they are crucial in 
prioritizing objectives and guiding strategies.  
 
The graphs below illustrate the marked reduction of actionable needs from enrollment to discharge during WY3 
Q2 (n=4498).  The number actionable needs reported at the initial CANS approximates a normal bell curve.  The 
median number of actionable needs identified at the initial assessment is 14. Interquartile data shows that the 
number of actionable needs varies from 12 to 17 for the middle 50% of CSoC youth and families. Examining the 
number of actionable needs at the time of discharge reveals a significant change in the shape of the data from a 
bell shape to a skewed data set.  This data evidences a great reduction in the number of CANS items rated as 
actionable, with 15.2% of discharge CANS having zero (n=4407).  

Actionable Needs at Initial Assessment 

 

Actionable Needs at Discharge 

 

Successfully addressing the actionable item requires that a specific intervention is assigned to the need to elicit 
improvement. In order for a need to be defined as met, the item must be scored as a zero or one at the 

0%

2%

4%

6%

8%

10%

12%

3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 32 33 34

P
e
rc

e
n

t 
o

f 
E

n
ro

llm
e
n

ts

0%

2%

4%

6%

8%

10%

12%

14%

16%

0 2 4 6 8 10 12 14 16 18 20 22 24 26 28 30 32 34 36 38 40 42 44 46 48 50

P
e
rc

e
n

t 
o

f 
E

n
ro

llm
e
n

ts



CSoC Unit 
Quality Improvement ς Clinical Management Program Evaluation 

01/01/2019ҍ12/31/2019 
 

CSoC Unit QIC Approval Date ˪  03/19/2020  

Confidential, Proprietary and Trade Secret Information.                                                                                                                                          Page 66 | 193 

reassessment administration. The results show strong outcomes with a median of eight met actionable needs 
from the initial to discharge assessment (n=4385). 
 
The CANS measures functionality across many domains and problem presentations. This evaluation did not just 
look at the change in the number of actionable items but also the type of items that were being resolved. The 
figure below details the top ten actionable needs that saw prevalence reduction out of the 4,385 total CANS 
reviewed. The majority fell within the Youth Risk Behaviors category.  Risk items in particular are likely to result 
in hospitalizations or out of home placement.   From 2018 to 2019, the prevalence of need in the categories of 
suicide risk, danger to others, and self-harm we reduced by 65.4%, 63.9%, and 60.2%, respectively.  Recognition 
and reduction of risk behaviors is critical to the safety and success of CSoC youth and has been an area of 
particular focus for Magellan.   !ƭǎƻΣ ƻŦ ƴƻǘŜ ƛǎ ǘƘŜ ƳŀǊƪŜŘ ǊŜŘǳŎǘƛƻƴ ƛƴ ǇǊŜǾŀƭŜƴŎŜ ƻŦ ŎŀǊŜƎƛǾŜǊǎΩ ƴŜŜŘǎ ŦƻǊ 
access to ŎƘƛƭŘŎŀǊŜ ǎŜǊǾƛŎŜǎΣ ǿƘƛŎƘ ŦŜƭƭ ōȅ ртΦл҈Φ  ¢Ƙƛǎ ƛƴŘƛŎŀǘŜǎ ǘƘŀǘ /{ƻ/Ωǎ Ǝƻŀƭ ƻŦ ŎƻƴƴŜŎǘƛƴƎ ȅƻǳǘƘ ŀƴŘ ŦŀƳƛƭƛŜǎ 
to community resources and services is being realized. 
 

Top 10 Needs with Greatest Prevalence Reduction 

 

Fidelity to Practice 

Fidelity is a construct designed to assess the degree to which the practice of Wraparound is delivered in 
accordance with National Wraparound Initiative (NWI) standards (www.nwi.pdx.edu). The Wraparound Fidelity 
Index, Short Form (WFI-EZ) is designed to annually evaluate how the core activities of wraparound are being 
implemented in service delivery to youth and families. Research shows a correlation between a higher rate of 
fidelity and better outcomes for youth and families; thus, fidelity monitoring is a key component ƻŦ aŀƎŜƭƭŀƴΩǎ 
ongoing efforts to continuously improve quality. 

Methodology 

The WFI-EZ is completed through brief, self-report surveys with four types of respondents: caregivers, youths 11 
years of age or older, wraparound facilitators, and team members.  The addition of team members to the types 
of respondents is new in 2019 and adds another level of perspective and depth to the fidelity analysis.  Team 
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member is defined as a peer or parent support specialist that is assigned to the youth or caregiver by the Family 
Service Organization (FSO).  
 
The methodology employed to select the sample featured a random and regionally stratified census to ensure 
that there was proportional representation from each region. The gender, race, and age makeup of the sampled 
youth was largely similar to that of the entire LA CSoC population, making it a representative sample of the 
youth served.  The total number of surveys completed for each respondent type was: Caregiver, 193; Facilitator, 
218, Youth, 117; and Team Member, 148.  These values constitute the denominator for all fidelity 
measurements based on respondent type. 

Magellan has consistently emphasized the importance of the role fidelity data plays in supporting process 
improvement activities and outcomes reporting. In the 2019 fidelity survey administration, response rates 
increased over previous years across all respondent types.  CG ς 84.9%, F ς 95.2%, Y ς 84.2%. Team members, 
who were included for the first time in 2019, had a response rate of 100% across the entire states.  This 
evidence supports and collaboration at every level of the FSO organizational structure and illustrates the level of 
commitment to system of care values. 

Basic Foundations of Wraparound 

Section A assesses four fundamental principal that should be present to ensure fidelity to the wraparound 
model.  The national benchmark for affirmative responses to these items is 90%. The results for the 2019 fidelity 
survey showed that all respondent types reported that the basic foundations of wraparound are present to a 
high degree (88.19-100%). In comparison to the previous survey, both a marked increase was observed in both 
caregivers and facilitators reporting that the fundamental principles of wraparound are being practiced. The 
greatest improvement was seen on item A1, which indicates that the wraparound team is diverse and composed 
of more than only the family member and facilitator. 
 

Basic Foundations of Wraparound across Respondent Type and Administration 

 

A1. Team includes
more than family & 1

professional

A2. Team created a
POC together

A3. Team meets
regularly

A4. Decisions based on
input from family

Caregiver 2017 91.91% 95.32% 94.89% 94.89%

Caregiver 2019 97.40% 98.44% 97.40% 98.96%

Facilitator 2017 88.33% 100.00% 90.27% 99.60%

Facilitator 2019 93.27% 100.00% 95.07% 100.00%

Youth 2017 98.60% 96.00% 96.00% 92.00%

Youth 2019 98.43% 98.65% 94.49% 88.19%

Team Member 2019 94.30% 98.10% 89.87% 94.30%
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Total Fidelity 

¢ƘŜ ǘƻǘŀƭ ŦƛŘŜƭƛǘȅ ǎŎƻǊŜ ƛǎ ŀ ŎƻƴǎǘǊǳŎǘ ǘƘŀǘ ǇǊƻǾƛŘŜǎ ƛƴŦƻǊƳŀǘƛƻƴ ƻƴ ǘƘŜ ǊŜǎǇƻƴŘŜƴǘΩǎ ƻǾŜǊŀƭƭ ŜȄǇŜǊƛŜƴŎŜ with 
wraparound. It is an average of the sum of the all the responses to Section B survey items. All respondent types 
complete this section, which consists of twenty- five items about the detailed activities of the wraparound 
process, the make-up of the wraparound team, and the strategies of the wraparound plan. The results of the 
2019 fidelity survey showed that the total fidelity scores reported by caregivers, youth, and facilitators all 
exceeded the national benchmarks. When compared to previous survey administrations, total fidelity scores 
increased for all respondent types for which comparison scores were available. When examining regional 
differences, youth perception of total fidelity met or exceeded the national benchmarks.  Regional differences 
were observed, with the greatest variance occurring across team members. 

 
Louisiana Total Fidelity Scores vs. National Benchmarks 

 

Key Elements of Fidelity 

Key element scores are generated by grouping Section B survey items into five key element categories: Effective 
Teamwork, Natural & Community Supports, Needs-Based, Outcomes-Based, and Strength & Family Driven. 
All those surveyed responded positively to the Effective Teamwork items at a rate that exceeded the national 
benchmarks. The greatest variance in positive responses was seen on the Strength and Family Driven items, with 
a span of 77.4 (youth) and 86.2 (facilitator). This may indicate a need for facilitators to focus on eliciting greater 
collaboration from the youth and family while encouraging them to be assertive with their suggestions and to 
take ownership of their success. 
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Key Elements of Fidelity by Respondent Type

 

Outcomes 

The WFI-EZ survey measures outcomes in two ways. First, it asks caregivers to indicate whether the youth has 
experienced certain negative outcomes since enrolling in wraparound: a new residential placement, an 
emergency room visit for mental health concerns, a negative police contact, or suspension or expulsion from 
school. Secondly, outcomes are measured by examining the degree to which specific problems that the youth 
ŜȄǇŜǊƛŜƴŎŜǎ ŎŀǳǎŜ ŘƛŦŦƛŎǳƭǘƛŜǎ ǿƛǘƘ ǾŀǊƛƻǳǎ ŘƻƳŀƛƴǎ ƻŦ ǘƘŜ ȅƻǳǘƘΩǎ ŀƴŘ ŦŀƳƛƭȅΩǎ ƭƛǾŜǎΦ wŜǎǇƻƴŘŜƴǘǎ ŀǊŜ ŀǎƪŜŘ ǘƻ 
rate the extent to which functioning is negatively impacted in community, social, school, and home settings. 
2019 results showed that youth and families experienced fewer negative outcomes in all life domains relative to 
the national benchmarks. In regard to functional outcomes, at least 65% of caregivers and facilitators reported 
that impairment in any life domain occurred only a little bit or not at all. The greatest functional difficulties were 
reported in the family domain. 34% of respondents reported that problems which cause stress to the family 
occur a good deal or very much. The domain with the lowest occurrence of functional impairment was reported 
to be the social domain, with 81% of respondents indicating that youth were able to develop and maintain 
friendships. 
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Improvement in Life Domain Function 

 

Ongoing Monitoring 

aŀƎŜƭƭŀƴΩǎ ŦƛŘŜƭƛǘȅ ƳƻƴƛǘƻǊƛƴƎ ǇǊƻŎŜǎǎ ƛǎ ŎƻƳǇǊŜƘŜƴǎƛǾŜ ŀƴŘ ƳǳƭǘƛŦŀŎŜǘŜŘΣ ōŜƎƛƴƴƛƴƎ ǿƛǘƘ ǘƘŜ ŘŜǾŜƭƻǇƳŜƴǘ ƻŦ 
ǘƘŜ ƛƴƛǘƛŀƭ th/ ŀƴŘ ŎƻƴǘƛƴǳƛƴƎ ǘƘǊƻǳƎƘƻǳǘ ŀ ƳŜƳōŜǊΩǎ ŜƴǊƻƭƭƳŜƴǘΦ Magellan has well-established care 
management policies and procedures to ensure compliance with waiver requirements. In addition, Magellan 
introduced a customized Plan of Care (POC) Review Tool in November of 2018, with full implementation 
occurring in September of 2019. The purpose of this tool is to ensure consistent application of Wraparound 
principles and effective delivery of services throughout all phases of the program. 
 
By identifying commonalties across both the annual fidelity survey and the daily application of the POC Review 
Tool, we have the ability to connect annual perceptions of overall fidelity to ongoing, current interventions in 
use with CSoC youth and families. To this end and in the spirit of collaboration, a WFI-EZ and POC Review Tool 
Crosswalk was created and sent to each of the four wraparound organizations across Louisiana. Respondents 
were asked to match each identified POC Review Tool item with one of the eight NWI standards and best 
practices: 

Á Timely Engagement & Planning 

Á Effective Teamwork 

Á Use of Natural & Community Supports 

Á Needs-Based 

Á Outcomes-Based 

Á Strength-Driven 

Á Family Voice & Choice 

Á Transition Planning & Follow-up 
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An example of the WFI-EZ/POC Crosswalk in action is illustrated in the table below.  The first two columns 
contain the fidelity survey number and corresponding item details.  The next four columns contain the percent 
of positive responses given by each respondent type in the 2019 survey.  This is followed by the Plan of Care 
item that was collaboratively matched to that survey item. The last column contains the percent of reviewed 
POCs that were judged by Magellan Care Managers to meet the standards for best practice and service 
authorization.  To meet these criteria, the POC item must receive a rating of 3, 4 or 5 or be rated in the 
affirmative for Yes/No items. 
 
To demonstrate how this integrated crosswalk will be used to affect real-time positive change in the lives of 
youth and families, we will examine WFI-9½ ƛǘŜƳ .муΦ  ¢Ƙƛǎ ƛǘŜƳ ŜǾŀƭǳŀǘŜǎ ǘƘŜ ǊŜǎǇƻƴŘŜƴǘǎΩ ǇŜǊŎŜǇǘƛƻƴǎ ƻŦ Ƙƻǿ 
well their plan cultivates reliance on natural and community supports.  Caregivers, facilitators, and youth all had 
ŎǳƳǳƭŀǘƛǾŜ ǇƻǎƛǘƛǾŜ ǊŜǎǇƻƴǎŜǎ ǘƘŀǘ ǿŜǊŜ ōŜƭƻǿ ǘƘŜ ƴŀǘƛƻƴŀƭ ƳŜŀƴΦ  [ƛƪŜǿƛǎŜΣ th/Ωǎ ŀƭǎƻ ƘŀŘ ŀ ǊŜƭŀǘƛǾŜƭȅ ƭƻǿ ǊŀǘŜ 
of approval on the corresponding item, with only 78.66% of plans determined to meet this criterion at the 
minimum standard.  This data allows us to focus on a particular element of the plan of care and create targeted 
strategies to address this need for increased connection to natural and community supports.  Further, the POC 
Review Tool allows for regional analysis that can illuminate regions that are excelling in the measure of fidelity 
and those that can benefit from interventions, including training and consultation. As approaches are 
implemented, both Magellan and wraparound agencies will be able to observe tangible evidence of 
improvement via the continuous feedback loop from Care Managers and the POC Review Tool data.  Finally, the 
success of the targeted intervention can be confirmed through the annual Fidelity Survey by comparing rates 
across administrations.   
 
aŀƎŜƭƭŀƴΩǎ ƭƻƴƎ-term fidelity monitoring plan will include an annual report that synthesizes the data obtained 
through the WFI-EZ administration, and POC Review Tool, and additional monitoring activities. The information 
provided in this report will allow us to celebrate and share our successes. It will also allow us to identify areas in 
need of improvement and implement interventions that can be evaluated in real-time.  This integration strategy 
will pioneer a new level of communication and collaboration between Magellan, providers, and the children and 
families we serve. 
 

 WFI ς EZ Survey Results POC Review Tool 

Fidelity Measure 
CG 

Number 
CG % 

Positive 
WF 

Denominator 
WF % 

Positive 
POC 

Number 

% rated 3 or 
Higher or 

Yes 

Family Vision 193 95.68% 218 91.38% 2288 99.66% 

Progress Rated 193 96.76% 218 89.66% 2288 70.00% 

Informal/Natural Supports Strategies 193 55.14% 218 72.41% 2288 78.66% 

Connected to Natural /  
Community Reports 

193 79.46% 218 68.10% 2288 85.47% 

HEDIS®ҍLike Performance Measures 

¢ƘŜ /ƻƻǊŘƛƴŀǘŜŘ {ȅǎǘŜƳ ƻŦ /ŀǊŜ ό/{ƻ/ύ ƛƴ [ƻǳƛǎƛŀƴŀ ƛǎ ŜƴǘǊǳǎǘŜŘ ǿƛǘƘ ƻǾŜǊǎŜŜƛƴƎ ǘƘŜ ŎŀǊŜ ƻŦ ǘƘŜ ǎǘŀǘŜΩǎ Ƴƻǎǘ 
vulnerable youth and families who experience severe mental and behavioral health needs. Magellan of 
Louisiana delivers services consistent with the wraparound (WAA) treatment model. To ensure that CSoC 
members receive the highest quality services, Magellan employs a robust and varied approach to data analysis 
and outcomes monitoring. The Healthcare Effectiveness Data and Information Set (HEDIS®)-like measures are a 

QI 11, Element C 
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valuable and performance indicator that allows national and regional comparisons to be made against health 
care benchmarks. This report examines the following I95L{ϯҍ[ƛƪŜ measures: 

 

Á Follow-Up After Hospitalization for Mental Illness (FUH) 

Á Initiation and Engagement of Alcohol and Other Drug Dependence Treatment (IET) 

Á Follow-up Care for Children Diagnosed with ADHD (ADD) 

Á Adherence to Follow-up Appointments for Individuals with Schizophrenia (SAA) 

Á Plan All-Call Readmissions (PCR) 

 

Methodology 
Magellan is contracted as a Managed Behavioral Healthcare Organization (MBHO) for Louisiana Department of 
Health (LDH). Managed Care Organizations (MCOs) are contracted for physical health, pharmacy, and residential 
behavioral health service benefits for our members. Because of this, Magellan utilized MBHO data only to report 
on HEDIS® measures.  Specifications for indicator methodology for data analysis that was used is found in the 
appendix of this report.   

I95L{ϯҍ[ƛƪŜ Initiation and Engagement of Alcohol and Other Drug Dependence Treatment (IET)  

A key goal in wraparound care is to identify and intervene in behaviors that put youth at risk of harm. One such 
risk is substance use, which can affect youth brain development, contribute to physical health problems as they 
mature, and frequently occurs alongside other risk behaviors including unprotected sex and dangerous driving. 
The Center for Disease control reports that marijuana and tobacco are the substances most commonly used by 
American adolescents, with approximately half of 9th through 12th grade students reporting having ever 
marijuana.  Magellan recognizes the serious nature of youth substance use and takes deliberate steps to 
educate, guide, and provide treatment for CSoC youth families to overcome such obstacles. 
 
While the total number of CSoC youth diagnosed with substance use disorders is low, the intensive nature of the 
wraparound model dictates that each case is addressed individually, with specific interventions unique to the 
needs of the member.   
 
Analysis 
No CSoC youth were identified as having a diagnosis of Alcohol Abuse and Dependence. Instead, all identified 
members were diagnosed with Other Drug Abuse and Dependence.  Table provides the I95L{ϯҍ[LY9 IET rates 
for measurement year 2018. 

I95L{ϯҍ[ƛƪŜ IET Measures 

Measure 
Age 

Group  
Denominator 

Numerator - 
Initiation of AOD 

Treatment 

Initiation 
Rate 

Numerator - 
Engagement of AOD 

Treatment  

Engagement 
Rate 

Alcohol Abuse/Dep 13-17 0 0 0 0 0 

Alcohol Abuse/Dep Total 0 0 0 0 0 

Other Drug 
Abuse/Dep 

13-17 3 5 60.00% 2 40.00% 

Other Drug 
Abuse/Dep 

18 2 3 66.67% 2 66.67% 

Other Drug 
Abuse/Dep 

Total 5 8 62.50% 4 50.00% 

Total Total 5 8 62.50% 4 50.00% 
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Barriers Identified 

Á CSoC Membership is composed of youth aged 5-21, with the majority of enrolled youth falling between the ages of 8 
and 17.  The low number of members meeting criteria for inclusion in the substance use measure is likely reflective of 
that age demographic. 

Á Given the low denominator, it is not possible to determine if this data is meaningful and would therefore warrant 
further action. Instead, Magellan has developed and utilizes a number of assessment and ongoing monitoring 
mechanisms tailored to the high-touch, individualized nature of wraparound.  These include the Child and Adolescent 
Needs and Strengths (CANS) survey, the Plan of Care (POC) Review Tool, and the Treatment Record Review (TRR) tool. 

 
Interventions 

Á Magellan authorizes and monitors the following types of substance use treatments for members meeting Medical 
Necessity Criteria (MNC):  Inpatient Hospitalization, Inpatient Detoxification, Intensive Outpatient Treatment (IOP) for 
Substance Abuse, and Community-Based Mental Health and Substance Use Treatment. 

Á All CSoC youth are screened for substance use issues through the CANS and the Individual Behavioral Health 
Assessment (IBHA) at their initial intake and every 180 days thereafter.   

Á The Plan of Care (POC) Review Tool is used to identify actionable needs for youth and families and ensure that they are 
met through services provided. Magellan Care Managers monitor all member POCs at a min of every 180 days to 
ensure that any actionable substance use needs are addressed through the in the plan.  

Á Members are surveyed on a monthly basis to ensure they are receiving services in the frequency, type, and duration 
necessary to meet their needs. For any member that reports they are not receiving the services necessary to meet their 
needs, specific remedial actions are required of their WAA facilitator.   

 
Recommendations for 2020 

Á aŀƎŜƭƭŀƴΩǎ ǿŜōǎƛǘŜ ǇǳōƭƛǎƘŜǎ ŀ .ŜƘŀǾƛƻǊŀƭ IŜŀƭǘƘ ¢ƻƻƭƪƛǘ ŦƻǊ aŜŘƛŎŀƭ tǊƻǾƛŘŜǊǎ ǿƘƛŎƘ ƛƴŎƭǳŘŜǎ ŜŘǳŎŀǘƛƻƴŀƭ ƳŀǘŜǊƛŀƭǎ 
specific to substance abuse disorders.  A link to this resource will be distributed to providers via email blast and 
included in the upcoming provider newsletter.   

Á Continue monitoring prevalence of and interventions for substance abuse via the CANS, IBHA, and POC Review Tool. 

Á Develop an article to be included in an upcoming provider newsletter that provides education on the IET I95L{ϯҍ[ƛƪŜ 
measure and highlights the importance of timely follow-up appointments to comply with HEDIS® benchmarks. 

 

I95L{ϯҍ[ƛƪŜ Follow-up Care for Children Diagnosed with ADHD (ADD) 

Living with Attention Deficit Hyperactivity Disorder (ADHD) impacts multiple areas of functioning for youth and 
their families.  Research shows that this diagnosis runs in families and that most children do not outgrow ADHD 
as they mature.  Symptoms of inattention, impulsivity, and hyperactivity can negatively affect the ability of 
youth to learn, engage in social relationships, follow rules and laws, and exercise good judgment when faced 
with risk. Given that a large proportion of youth enrolled in CSoC have this diagnosis, Magellan has prioritized 
analysis of population needs and initiated interventions to ensure that best practices are utilized by providers. 
 
Of the youth identified as meeting selection criteria, 80.61% had a claim for follow-up services within 30 days of 
their being diagnosed with some form of ADHD.  Of those youth that had continued enrollment in CSoC for 300 
additional days, 79.41% had two or more claims for follow-up services.   
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I95L{ϯҍ[ƛƪŜ ADD Measure  
Phase Numerator Denominator Rate 

Initiation Phase 158 196  80.61% 

Continuation and Maintenance Phase 81 102 79.61% 

 
Barriers 

Á Given that CSoC eligibility criteria requires an existing mental health condition, youth entering the program have 
diagnoses received prior to their initial assessment by CSoC-specific providers. A 2019 barrier analysis found that, when 
providers initiate treatment with CSoC youth, they often failed to complete a thorough biopsychosocial assessment to 
ŎƻƴŦƛǊƳ ŀ ȅƻǳǘƘΩǎ ŘƛŀƎƴƻǎƛǎ ƻŦ !5I5 ōŀǎŜŘ ƻƴ 5{a-5 criteria. 

Á tǊƻǾƛŘŜǊǎ ǿŜǊŜ ƎŜƴŜǊŀƭƭȅ ǳƴŀǿŀǊŜ ƻŦ aŀƎŜƭƭŀƴΩǎ ǘƻƻƭǎ ǳǎŜŘ ǘƻ ǇǊƻƳƻǘŜ ŀŘƘŜǊŜƴŎŜ ǘƻ /tDǎ ƛƴ ǘƘŜ ǘǊŜŀǘƳŜƴǘ ƻŦ ȅƻǳǘƘ 
with ADHD. 

Á CSoC members receive treatment from a variety of provider types across the state.  While they all adhere to the same 
credentialing and staffing requirements, specific treatment modalities are no proscribed and therefore may vary across 
individual regions, agencies, and practitioners. 

Á Given the low denominator, it is not possible to determine if this data is meaningful and would therefore warrant 
further action. Instead, Magellan has developed and utilizes a number of assessment and ongoing monitoring 
mechanisms tailored to the high-touch, individualized nature of wraparound.  These include the Child and Adolescent 
Needs and Strengths (CANS) survey, the Plan of Care (POC) Review Tool, and the Treatment Record Review (TRR) tool. 

 
Interventions 

Á Magellan monitors provider adherence to Clinical Practice Guidelines (CPGs) in the treatment of ADHD via the 
¢ǊŜŀǘƳŜƴǘ wŜŎƻǊŘ wŜǾƛŜǿ ¢ƻƻƭ ό¢wwύΦ  ! Ŧǳƭƭ ŘŜǎŎǊƛǇǘƛƻƴ ƻŦ ǘƘƛǎ ǘƻƻƭ ƛǎ ŀǾŀƛƭŀōƭŜ ƛƴ aŀƎŜƭƭŀƴΩǎ ŀƴƴǳŀƭ tǊƻƎǊŀƳ 
Evaluation.  The Clinical Reviewer determines the level of follow-up intervention that is required of the treating 
provider based on scoring guidelines and assigns remedial actions. 

Á aŀƎŜƭƭŀƴΩǎ vǳŀƭƛǘȅ 5ŜǇŀǊǘƳŜƴǘ ƛƳǇƭŜƳŜƴǘŜŘ ŀƴ ŜȄǇŀƴŘŜŘ ǎŎƻǊƛƴƎ ƳƻŘǳƭŜ ŀǇŀǊǘ ŦǊƻƳ ǘƘŜ ǎǘŀƴŘŀǊŘ ¢ww ǎŎƻǊƛƴƎ ǘƻƻƭ 
specific to monitoring the treatment of CSoC youth diagnosed with ADHD.  

Á Results of treatment record reviews are shared with providers. Clinical Reviewers engage directly with providers to 
discuss deficiencies, opportunities for improvement, and required remedial action. 

Á Magellan identified the need to engage our Mental Health Rehabilitation (MHR) providers in a way that enhances 
treatment by using evidence-based practices. 

Á hƴ WŀƴǳŀǊȅ ноΣ нлнлΣ aŀƎŜƭƭŀƴΩǎ aŜŘƛŎŀƭ 5ƛǊŜŎǘƻǊΣ ŎƻƴŘǳŎǘŜŘ ŀ ǘǊŀƛƴƛƴƎ ŜƴǘƛǘƭŜŘ DǳƛŘŜŘ  
Workbook Therapy during the monthly provider call.  This included clinical guidance on ADHD diagnosis in youth and 
recommendations for treatment.  

Á An evidence-based workbook entitled CBT Toolbox for Children & Adolescents was collaboratively chosen by quality, 
clinical, and network departments with direct input from WAAs and Louisiana providers.  It includes strategic 
interventions from cognitive-behavioral therapy to target specific behaviors, including those associated with ADHD. 

Á All CSoC youth are screened for needs relating to ADHD through the CANS and the Individual Behavioral IBHA at their 
initial intake and every 180 days thereafter.   

Á The Plan of Care (POC) Review Tool is used to identify actionable needs for youth and families and ensure that they are 
met through services provided. Magellan Care Managers monitor all member POCs at a min of every 180 days to 
ensure that any actionable substance use needs are addressed through the in the plan.  

Á Members are surveyed on a monthly basis to ensure they are receiving services in the frequency, type, and duration 
necessary to meet their needs. For any member that reports they are not receiving the services necessary to meet their 
needs, specific remedial actions are required of their WAA facilitator.   
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Recommendations for 2020 

Á As of January 2020, Magellan published updated CPG standards to the Magellan of Louisiana website. 

Á Magellan will begin the distribution of evidenced-based workbooks to MHR providers.  

Á The use and effectiveness of workbooks will be monitored, and Magellan will facilitate forums with providers to elicit 
feedback. 

Á aŀƎŜƭƭŀƴΩǎ ǿŜōǎƛǘŜ ǇǳōƭƛǎƘŜǎ ŀ .ŜƘŀǾƛƻǊŀƭ IŜŀƭǘƘ ¢ƻƻƭƪƛǘ ŦƻǊ aŜŘƛŎŀƭ tǊƻǾƛŘŜǊǎ ǿƘƛŎƘ ƛƴŎƭǳŘŜǎ ŜŘǳŎŀǘƛƻƴŀƭ ƳŀǘŜǊƛŀƭǎ 
specific to ADHD.  A link to this resource will be distributed to providers via an email blast and included in the upcoming 
provider newsletter.   

Á 5ŜǾŜƭƻǇ ŀƴ ŀǊǘƛŎƭŜ ǘƻ ōŜ ƛƴŎƭǳŘŜŘ ƛƴ ŀƴ ǳǇŎƻƳƛƴƎ ǇǊƻǾƛŘŜǊ ƴŜǿǎƭŜǘǘŜǊ ǘƘŀǘ ǇǊƻǾƛŘŜǎ ŜŘǳŎŀǘƛƻƴ ƻƴ aŀƎŜƭƭŀƴΩǎ !5I5 
I95L{ϯҍ[ƛƪŜ measure and highlights the importance of timely follow-up appointments to comply with NCQA/HEDIS® 
standards. 

 

I95L{ϯҍ[ƛƪŜ Adherence to Follow-up Appointments for Individuals with Schizophrenia (SAA) 

The National Institute of Mental Health (NIMH) reports that Schizophrenia is usually diagnosed in the late teen 
ȅŜŀǊǎ ǘƻ ŜŀǊƭȅ олΩǎΣ ǿƛǘƘ ƻƴǎŜǘ ƛƴ ƳŀƭŜǎ ǘȅǇƛŎŀƭƭȅ ƻŎŎǳǊǊƛƴƎ ŜŀǊƭƛŜǊ ǘƘŀƴ ƛƴ ŦŜƳŀƭŜǎΦ  !ŘŘƛƴƎ ǘƻ ǘƘŜ ŎƻƳǇƭŜȄƛǘȅ ƻŦ 
initial diagnosis is that subtle changes in cognition and behaviors may precede diagnosis for months to years 
without being recognized as precursors to Schizophrenia.  This is particularly true in the case of children and 
youth because prodromal symptoms may mimic other conditions such as depression and bipolar disorder.   
Multiple studies indicate that treatment modalities are more effective when they are implemented as early as 
possible. Because the CSoC population is composed of youth with severe mental illnesses, Magellan recognizes 
its unique ability to impact early detection and intervention of Schizophrenia.    
 
Analysis 
Only two members met criteria for inclusion in the I95L{ϯҍ[ƛƪŜ measure.  The case of the member that did not 
have outpatient engagement with a practitioner was thoroughly reviewed and found to have several causal 
circumstances.  The member was a 19-year-old male with an existing OCDD waiver. He had been hospitalized 
multiple times but, as Magellan was not the responsible payer, there were no associated claims in the Magellan 
system.  Magellan Care Managers collaborated with his regional WAA facilitator.  They confirmed that monthly 
Child and Family Team (CFT) meetings did take place and that the member was linked to an appropriate provider 
via OCDD. Further, they verified that member did initiate treatment with that provider.   He was subsequently 
discharged from the CSoC program. 

SAA I95L{ϯҍ[ƛƪŜ Rate for MY 2018 
Numerator Denominator Rate 

1 2 50.0% 

Barriers 

Á CSoC Membership is composed of youth aged 5-21, with the majority of enrolled youth falling between the ages of 8 
and 17.  The low number of members meeting I95L{ϯҍ[ƛƪŜ criteria for inclusion in this measure is likely reflective of 
that age demographic. 

Á Given the low denominator, it is not possible to determine if this data is meaningful and would therefore warrant 
further action. Instead, Magellan has developed and utilizes a number of assessment and ongoing monitoring 
mechanisms tailored to the high-touch, individualized nature of wraparound.  These include the Child and Adolescent 
Needs and Strengths (CANS) survey, the Plan of Care (POC) Review Tool, and the Treatment Record Review (TRR) tool. 

 
 
Interventions 
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Á All CSoC youth are screened for psychotic symptoms through the CANS and the Individual Behavioral Health 
Assessment (IBHA) at their initial intake and every 180 days thereafter.   

Á The Plan of Care (POC) Review Tool is used to identify actionable needs for youth and families and ensure that they are 
met through services provided. Magellan Care Managers monitor all member POCs at a min of every 180 days to 
ensure that any actionable substance use needs are addressed through the in the plan.  

Á Weekly clinical rounds are conducted that include CSoC Care Mangers, the designated Utilization Manager, and Clinical 
Directors. Any concerns that require additional attention are subsequently presented to the CSoC Medical Director. 

Á Members are surveyed on a monthly basis to ensure they are receiving services in the frequency, type, and duration 
necessary to meet their needs. For any member that reports they are not receiving the services necessary to meet their 
needs, specific remedial actions are required of their WAA facilitator.   

 
Recommendations for 2020 

Á MagellanΩǎ ǿŜōǎƛǘŜ ǇǳōƭƛǎƘŜǎ ŀ .ŜƘŀǾƛƻǊŀƭ IŜŀƭǘƘ ¢ƻƻƭƪƛǘ ŦƻǊ aŜŘƛŎŀƭ tǊƻǾƛŘŜǊǎ ǿƘƛŎƘ ƛƴŎƭǳŘŜǎ ŜŘǳŎŀǘƛƻƴŀƭ ƳŀǘŜǊƛŀƭǎ 
specific to Schizophrenia.  A link to this resource will be distributed to providers via an email blast and included in the 
upcoming provider newsletter.   

 

I95L{ϯҍ[ƛƪŜ Plan All-Call Readmissions 

The ultimate goal of CSoC is to keep youth and families together in their homes and communities.  When this is 
not possible and inpatient hospitalization is required, Magellan recognizes the disruption caused to the lives, 
relationships, and sense of stability of both the hospitalized youth and their family.  Therefore, reduction of 
psychiatric hospital readmission rates is extremely important to ensure positive outcomes for members.     
 
Analysis 
Of the 10 members that met criteria for this I95L{ϯҍ[ƛƪŜ measure, 20% were readmitted within 30 days of their 
hospital discharge. This metric was reviewed by the CSoC Medical Director and Clinical Director. Due to the low 
number of members in the denominator, readmissions for mental health hospitalizations was not identified as 
an opportunity. Several factors contributed to this determination including: the low number of members 
included in the denominator, the low number of members requiring mental health hospitalizations (~5% of 
membership), presence of significant history of behavioral health needs prior to enrollment (i.e., SED/SMI, 
history of suicidal/homicidal ideation, etc.), and short-stay model of CSoC.  Despite not identifying this as an 
opportunity, the CSoC unit closely monitors and manages all members requiring an inpatient psychiatric 
hospitalization.  

I95L{ϯҍ[ƛƪŜ PCR MY 2018 
Numerator Denominator Rate 

2 10 20.0% 

Barrier 

Á Given the low denominator, it is not possible to determine if this data is meaningful and would therefore warrant 
further action. Instead, Magellan has developed and utilizes a number of assessment and ongoing monitoring 
mechanisms tailored to the high-touch, individualized nature of wraparound.  These include the Child and Adolescent 
Needs and Strengths (CANS) survey, the Plan of Care (POC) Review Tool, and the Treatment Record Review (TRR) tool. 

 
Interventions 

Á Magellan tracks all psychiatric hospitalizations for CSoC youth daily and initiates coordination with WAA staff, including 
facilitators, at the time of admission. 
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Á Magellan emphasizes and monitors for discharge planning at the time of admission to ensure a seamless transition 
back into the community with timely and appropriate follow-up appointments.  A dedicated Utilization Care Manager 
assesses for the presence of discharge planning at the initial authorization request and every subsequent review.  Lack 
of a comprehensive discharge plan is grounds for the UM to request a Physician Advisor review. 

Á Magellan conducts clinical rounds for youth while hospitalized in order to identify risks, need for specialized services, 
supports available to family during times of crisis, exchange information between the care and utilization management 
teams and facilitate coordination of care between the WAA and the inpatient provider.  

Á CƻƭƭƻǿƛƴƎ ŀƴȅ ǇǎȅŎƘƛŀǘǊƛŎ ƘƻǎǇƛǘŀƭƛȊŀǘƛƻƴΣ ǘƘŜ ȅƻǳǘƘΩǎ ǿǊŀǇŀǊƻǳƴŘ ǘŜŀƳ ƛǎ ǊŜǉǳƛǊŜŘ ǘƻ ǎǳōƳƛǘΣ ŀƴŘ ǳǇŘŀǘŜŘ ŎǊƛǎƛǎ Ǉƭŀƴ 
for review by a Care Manager.  The team meets to analyze what led to the hospitalization, how and why the previous 
crisis plan failed, and to develop new strategies and assign action steps to team members.  This helps reduce the 
likelihood of readmission. 

Á The Utilization Management Committee (UMC) review aggregate utilization data for all levels of care and 30-day 
readmission on a quarterly basis.  The UMC reports its findings and any interventions to the Quality Improvement 
Committee. 

 
Recommendations for 2020 

Á Develop a comprehensive training on the Roles and Responsibilities of the WAA facƛƭƛǘŀǘƻǊ ŘǳǊƛƴƎ ŀ ȅƻǳǘƘΩǎ 
hospitalization to address the following objectives Attendance of trainings will be mandatory for clinical directors and 
supervisors. Completion of training will be monitored through provider attestations. 

Á The training will focus ƻƴ ŎƻƳƳƻƴ ŎŀǳǎŜǎ ƻŦ ƘƻǎǇƛǘŀƭ ǊŜŀŘƳƛǎǎƛƻƴǎ ƛƴŎƭǳŘƛƴƎ ŦŀƛƭǳǊŜ ǘƻ ǊŜǾƛǎŜ ǘƘŜ ŦŀƳƛƭȅΩǎ ŎǊƛǎƛǎ ǇƭŀƴΣ 
inadequate discharge planning, not understanding the importance of attending follow-up appointments, and difficulty 
filling prescriptions. 
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Quality Improvement Activities/Performance Improvement 
Project 

The CSoC Unit collects and integrates data from multiple data sources (i.e., internal inpatient and outpatient 
claims and authorization systems, demographic/eligibility files, internal electronic member records, etc.) to 
support quality improvement activities. Data from each of these sources is replicated and transferred to 
aŀƎŜƭƭŀƴΩǎ Řŀǘŀ ǿŀǊŜƘƻǳǎŜ ŦƻǊ ƛƴǘŜƎǊŀǘŜŘ ǊŜǇƻǊǘƛƴƎ ƻŦ ǉǳŀƭƛǘȅ ƳŜŀǎǳǊŜǎΦ ¢ƘŜ Řŀǘŀ ƛǎ ǳǎŜŘ ǘƻ ƳŜŀǎǳǊŜ 
performance against established goals, objectives, and performance indicators as outlined in our QI Work Plan. 
The CSoC Unit analyzes data on an ongoing basis as specified in the QI Work Plan (i.e., monthly, quarterly, and 
annually) and evaluates performance against established goals/benchmarks to monitor progress towards goals, 
identify and prioritize opportunities, and measure effectiveness of interventions.  
 
When prioritized opportunities are identified, Magellan implements formal Quality Improvement Activities to 
analysis of barriers using both quantitative and qualitative data sources. For each quality improvement project, 
Magellan establishes measurable goals for quality improvement; designs and implements strategies to improve 
performance; establishes projected time frames and specific interventions for meeting goals; uses leading 
indicators when available for interim measurement and monitoring throughout the project timeframe; 
documents changes relative to the baseline measurement; conducts an analysis against performance goals; 
conducts remeasurement to measure for sustained improvement; and uses comparative data when available to 
establish future performance goals. This section provides a summary of the active QIAs in place for the CSoC 
Unit in 2019. Detailed analysis, including results and interventions, for each project are documented in the 
Quality Improvement Activity form and are available upon request. 

Improving the Rate of Attendance to Follow-up Appointments after                                 
Hospitalization for Mental Illness 

Research has shown that timely adherence to scheduled appointments following inpatient discharge contributes 
to successful integration into the community and avoidance of future readmissions.  Follow-Up after 
Hospitalization (FUH) for Mental Illness HEDIS® measures are industry standard performance measures used to 
monitor if members receive necessary follow-up care within seven- and thirty-days following discharge. Because 
of the unique aspects of the CSoC program, Magellan looks at both a standard measure, using NCQA HEDIS® 
specifications, and a modified measure.   
 
2018 I95L{ϯҍ[ƛƪŜ FUH rates were reviewed by the QIC in context of our member population characteristics and 
intensive care coordination model of care. The QIC identified this as an opportunity for improvement for the 
CSoC membership. QIC implement a formal QIA in 2019 managed by a QIA work group led by the QI director, 
and included Medical, Clinical, and Network Directors as well as Clinical Supervisors, Network Specialists and 
Clinical Reviewers. Work group conducted root-cause analysis through evaluated utilization trends, member 
demographics, GeoAccess reports, experience of members (i.e., care management team telephonically contacts 
members following discharge to evaluate status and assist with barriers), and experience of 
practitioners/providers (i.e., QI conducted meetings with practitioners from each regional WAA) to identify 
barriers to kept appointments for FUH for mental illness. QI Project Manager utilized a Cause and Effect diagram 
to identify barriers. Interventions were implemented to improve rates for 2019. Project goals were set to meet 
or exceed the HEDIS® FUH 90th percentile for both measures.  
 

CC 01, Element A, Factor 1 & 2 
CC 01, Element B, Factor 2 
CC 01, Element C, Factor 2 
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The table below shows the follow-up hospitalization (FUH) rates for 01/01/2018 ς 12/01/2018 and 01/01/2019 ς 
12/01/2019. During the first remeasurement period, 369 CSoC members were admitted into inpatient 
psychiatric hospitalization. There were 174 youth seen within 7-days of discharge for a rate of 47.15%, and 256 
seen within 30-days of discharge for a rate of 69.38%. The rates have decreased from the baseline period for 
both the 7-day and the 30-day indicators by 6.06 and 3.61 percentage points respectively. Additionally, the 7 
and 30-day rates for 2019 did not meet the HEDIS® 90th percentile ranking benchmark, with the 7-day rate under 
the benchmark by 6.98 percentage points and 30-day below the benchmark by 4.79 percentage points.  The Chi 
Square test of statistical significance was used for both the 7-day and 30-day measures. Given a p-value of 0.106 
and 0.292, for 7-day and 30-day respectively, the decrease from 2018 -2019 was not statistically significant.  
  

The 2019 rates were evaluated in perspective to inpatient and outpatient services utilization trends, GeoAccess 
reports, and member/provider experience for 2019. Further analysis was conducted identify new barriers and 
opportunities identified for 2020 include enhancing the role of the Family Support Organization (FSO) during and 
ŀŦǘŜǊ ŀ ȅƻǳǘƘΩǎ ƘƻǎǇƛǘŀƭƛȊŀǘƛƻƴΦ  aŀƎŜƭƭŀƴ ǎŜŜǎ ŀ ǳƴƛǉǳŜ ƻǇǇƻǊǘǳƴƛǘȅ ŦƻǊ ǇŜŜǊ ŀƴŘ ǇŀǊŜƴt support specialists to 
help guide families and youth through the phases of an inpatient behavioral health admission and smoothly 
transition them back into the home and community. The detailed analysis, including results and interventions 
are documented in the Quality Improvement Activity form and available upon request. 

 
#1 Measure: I95L{ϯҍ[ƛƪŜ Follow-up Appointments After Hospitalization for Mental Illness within 7 days of discharge 

Measurement 
Period 

Measurement Numerator Denominator Rate  
Comparison 
Benchmark 

Comparison 
for 

Significance 

Statistical Test 
and Significance 

1/1/2018-
12/1/2018 

Baseline 199 374 53.21% 

HEDIS® FUH 
90th 

percentile: 
54.13% 

NA NA 

1/1/2019-
12/1/2019 

Remeasurement 
1 

174 369 47.15% 

HEDIS® FUH 
90th 

percentile: 
54.13% 

Remeasure 
#1 to 

Baseline 

Chi-square test, 
p-value=0.106; 
not significant  

 
#2 Measure: I95L{ϯҍ[ƛƪŜ Follow-up Appointments After Hospitalization for Mental Illness within 30 days of discharge 

Measurement 
Period 

Measurement Numerator Denominator Rate  
Comparison 
Benchmark 

Comparison 
for 

Significance 

Statistical Test 
and Significance 

1/1/2018-
12/1/2018 

Baseline 273 374 72.99% 

HEDIS® FUH 
90th 

percentile: 
74.17% 

NA NA 

1/1/2019-
12/1/2019 

Remeasurement 
1 

256 369 69.38% 

HEDIS® FUH 
90th 

percentile: 
74.17% 

Remeasure 
#1 to 

Baseline 

Chi-square test, p 
value = 0.292; not 

significant  
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I95L{ϯҍ[ƛƪŜ Follow-up Appointments After Hospitalization for Mental Illness 

 

Improving Suicide Risk Assessment and Management for Children and Youth aged 5-20 

/{ƻ/ ȅƻǳǘƘ ŀǊŜ ŀƳƻƴƎ ǘƘŜ ǎǘŀǘŜΩǎ Ƴƻǎǘ ǾǳƭƴŜǊŀōƭŜ ƛƴŘƛǾƛŘǳŀƭǎΦ aŀƎŜƭƭŀƴ ǊŜŎƻƎƴƛȊŜǎ ǘƘŀǘ ǘƘŜǊŜ ƛǎ ŀƴ ƻǇǇƻǊǘǳƴƛǘȅ 
in preventing and improving outcomes for youth who struggle with suicidal ideations. In 2018, Magellan 
initiated a QIA to ensure proper assessment for and management of suicidal risk in CSoC youth.  The approach 
was two-fold. First, provider treatment records were reviewed for evidence of current and past youth 
assessment of suicidal risk in accordance with clinical practice guidelines (CPGs). Secondly, records were 
reviewed for evidence that an individual crisis plan for addressing suicide risk was present.  
 
The work group, which included the Quality, Clinical, Medical and Network Directors, evaluated inpatient 
services utilization trends, adverse incidents, quality of care concerns, record review results, and  
member/provider experience. Two critical measures that signified an opportunity for improvement were 
identified. Measure one was identified as initial assessment of suicide risk and measure two as the development 
of an individualized crisis plan. The QIC established a short-term goal rate of 95% for both measures for the 
remeasurement period 1, with a long-term goal of 100% compliance due to significance of elements to patient 
safety.  
 
During the first remeasurement period, for measure one, 179-member treatment records were reviewed with 
164 meeting criteria for the assessment of current and past suicidal ideation and risk. This resulted in a rate of 
91.62%, which was 3.38 percentage points below the goal of 95%.  For measure two, 174 provider records were 
reviewed with 131 meeting criteria of the presence of an individual crisis plan. The rate for this measure was 
75.29%, which was 8.22 percentage points above the baseline rate of 67.07% and 19.71 percentage points 
below the goal of 95%. The chi-square test was used to evaluate difference in 2018 and 2019 rates. Given a p-
value of 0.715805 and 0.168878, for measure one and two respectively, there was little evidence of a difference 
the performance from 2018 to 2019.  
 
Annual review of results conducted by work group concluded that changes in sampling methodology, which 
included targeting newly credentialed providers, contributed to the decline in performance. The work group 
reported that providers interviewed indicated that the education provided during the review was an effective 
intervention to improve understanding of requirements and best practices for assessing and managing suicide 
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risk. As a result of this positive reported provider experience, the QIC recommended the continued 
implementation of provider training interventions in 2020. In addition, the QIA work group, under the authority 
of the QIC, will continue to explore opportunities to engage with Wraparound Agencies, who are responsible for 
the ongoing assessment and plan of care development, to identify continued areas for improvement in this area. 
The detailed analysis, including results and interventions are documented in the Quality Improvement Activity 
form and available upon request. 
 

Measure#1: Assessment of current and past suicidal ideation and risk in provider treatment record reviews 

Measurement 
Period 

Measurement Numerator Denominator Rate  
Comparison 

Goal 

Comparison 
for 

Significance 

Statistical Test 
and Significance 

1/1/2018-
12/31/2018 

Baseline 74 82 90.24% NA NA NA 

1/1/2019-
12/31/2019 

Remeasurement 1 164 179 91.62% 95% 
Remeasure 

#1 to 
Baseline 

Chi-square test, p-
value=0.715805; 
Not significant  

 
Measure #2: Individual crisis plan is documented in provider treatment record reviews 

Measurement 
Period 

Measurement 
Numerato

r 
Denominator Rate  

Comparison 
Goal 

Comparison 
for 

Significance 

Statistical Test 
and Significance 

1/1/2018-
12/31/2018 

Baseline 55 82 67.07% NA NA NA 

1/1/2019-
12/31/2019 

Remeasurement 1 131 174 75.29% 95% 
Remeasure 

#1 to 
Baseline 

Chi-square test, p 
value = 0.168878; 

Not significant 

 

Suicide Risk Assessment and Management Indicators of Children and Youth Aged 5-20 
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Improving Coordination of Care between Wraparound Agencies and Behavioral Health 
Providers 

/ƻƻǊŘƛƴŀǘƛƻƴ ƻŦ ŎŀǊŜ ƛǎ ŀ ŦƻǳƴŘŀǘƛƻƴŀƭ ǇǊƛƴŎƛǇŀƭ ƻŦ aŀƎŜƭƭŀƴΩǎ ŀǇǇǊƻŀŎƘ ǘƻ ǇǊƻǾƛŘƛƴƎ ōŜƘŀǾƛƻǊŀƭ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎ 
to CSoC youth and family. While strong partnerships exist between Magellan, state agencies, MCOs, and 
behavioral health providers, Magellan identified opportunities to improve coordination between WAAs and the 
providers serving our membership.  In 2018, Magellan initiated a QIA to examine two measures: 1) WAA records 
evidencing timely notification and invitation of relevant providers to Child and Family Team (CFT) meetings; and 
2) provider records including a signed, current release of information form with the Wraparound Agency.  

 
During the first remeasurement period, results for measure one showed 270 of 376 WAA records, or 71.81%, 
met criteria for documentation of coordination with providers, which is 3.77 percentage points below the 
baseline rate of 75.58% and 8.19 percentage points below the performance goal rate of 80%. For measure two, 
86 of 217 provider records, or 39.63% met criteria for documentation of the signed release of communication 
with the wraparound agency, which is 11.31 percentage points below the baseline rate and 40.37 percentage 
points below the performance goal of 80%.  The chi-square test was used to evaluate difference in 2018 and 
2019 rates. Given a p-value of 0.2367480 and 0.05406, for measure one and two, there was little evidence of a 
difference from 2018 to 2019; although some could interpret the p-value for measure two as indicate slight 
evidence of a difference, caution was applied due to possible violations with the independence of the data 
groups (i.e., some providers may have been sampled in both years). 
 
The QIC reviewed quantitative and qualitative data collected in 2019 and determined that the effectiveness of 
previously implemented interventions was not supported. Additional root-cause barrier analysis was completed 
and evidenced several opportunities for improvement in 2020.  Among these are increasing education, 
especially targeted towards newly credentialed providers, about the wraparound approach to care and the 
enhanced coordination expectations of providers serving CSoC youth. The detailed analysis, including results and 
interventions are documented in the Quality Improvement Activity form and available upon request. 

 
Measure#1: Documentation of coordination of care with the WAA inviting the connected                                 

providers to the Child and Family Team meeting  

Measurement Period 
Measurement 

Type 
Numerator Denominator Rate  

Comparison 
Goal 

Comparison 
for 

Significance 

Statistical 
Test and 

Significance 

01/01/2018˪ 12/01/2018 Baseline 291 385 75.58% 80% NA NA 

01/01/2019˪ 12/01/2019 
Remeasurement 

1 
270 376 71.81% 80% 

Remeasure 
#1 to 

Baseline 

Chi-square 

test, p value 

= 0.236748; 

Not 
significant 

 
 
 

CC 01, Element A, Factors 1 & 2 
CC 01, Element B, Factor 1 
CC 01, Element C, Factor 1 
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Measure #2: Documentation in provider treatment record reviews of coordination with Wraparound agency, 
defined as presence of signed release of communication with Wraparound agency int the ȅƻǳǘƘΩǎ ŎƘŀǊǘΦ 

Measurement Period Measurement Numerator Denominator Rate  
Comparison 

Goal 

Comparison 
for 

Significance 

Statistical 
Test and 

Significance 

01/01/2018˪ 12/01/2018 Baseline 54 106 50.94% 80% NA NA 

01/01/2019˪ 12/01/2019 
Remeasurement 

1 
86 217 39.63% 80% 

Remeasure 
#1 to 

Baseline 

Chi-square 

test, p value 

= 0.05406; 

Not 
significant 

 
Measures for Assessing Care Coordination between Wraparound Agencies and Practitioners and Providers 

 

 

75.58%

50.94%

71.81%

39.63%

0.00%

10.00%

20.00%

30.00%

40.00%

50.00%

60.00%

70.00%

80.00%

Measure 1 Measure 2

Baseline Remeasurement 1



CSoC Unit 
Quality Improvement ς Clinical Management Program Evaluation 

01/01/2019ҍ12/31/2019 
 

CSoC Unit QIC Approval Date ˪  03/19/2020  

Confidential, Proprietary and Trade Secret Information.                                                                                                                                          Page 84 | 193 

Screening Program Activities  
 
Youth enrolled in Coordinated System of Care (CSoC) are required to complete a standardized assessment to 
support clinical eligibility determinations. The assessment includes the Child and Adolescent Needs and 
Strengths (CANS) Comprehensive and the Independent Behavioral Health Assessment (IBHA). It is completed 
within the first 30-days of referral and every 180-days thereafter as part of a face-to-face interview with the 
youth and their primary caregiver.  Youth and families enrolled in CSoC often have previous involvement with 
child-serving systems, such as child welfare, juvenile justice or the behavioral health system, which can cause 
barriers to completing a thorough assessment due to time-constraints for families, , distrust of the assessor, 
poor engagement, etc. Because of this, the CSoC Unit partnered with our practitioner network to identify 
screening tools that could help support both youth and families and the assessors when conducting an 
assessment.  
 
Development of our screening program included the reviews of relevant scientific literature from the National 
Institutes for Mental Health, U.S. Department of Health and Human Services, National Child Trauma and Stress 
Network, and the Praed Foundation contributed to the goals and processes for each program. In addition, 
Magellan held a multi-disciplinary team meeting, which included the CSoC Unit Medical, Clinical and Quality 
Directors, to select screening tool selections that would be beneficial to our population, while ensuring 
alignment with corporate, state, and national best practices. The workgroup identified mental health/substance 
use comorbidities, trauma, and depression as areas where screening tools could be beneficial. The following 
screening tools were selected by the work group to implement for the CSoC Unit:   

Á The Child and Adolescent Needs and Strengths (CANS) screening for the assessment of co-occurring Mental Health and 
Substance Abuse Screening.  

Á The Patient Health Questionnaire-9 (PHQ-9) and the Mood and Feelings Questionnaire Short Version (MFQ-SV) for the 
depression screening.   

Á The Adverse Childhood Experiences (ACEs) questionnaire is used for the ACEs Trauma Informed screening.  

 

The programs were introduced at monthly calls with WAA practitioners, Medical and LDH personnel, who were 
encouraged to give feedback regarding the screening tools and their administration processes.  During the 
month of June 2019, a provider agency serving two regions participated in a demonstration trial of the 
depression and trauma informed screening programs prior to full state implementation on July 1, 2019. During 
the demonstration month, aŀƎŜƭƭŀƴΩǎ vL ŘŜǇŀǊǘƳŜƴǘ conducted an onsite visit to address any problems and 
suggestions to improve administration of the screenings. During follow-up contact to all WAAs during July and 
August, feedback was positive, attesting that the screenings helped identify and initiate conversations with 
families on topics that may not have been addressed otherwise. Provider input is encouraged at each stage of 
ŘŜƭƛǾŜǊȅ ƻŦ ǘƘŜ ǎŎǊŜŜƴƛƴƎ ǇǊƻƎǊŀƳΦ !ƭƭ ǉǳŜǎǘƛƻƴǎΣ ŎƻƳƳŜƴǘǎΣ ŀƴŘ ǎǳƎƎŜǎǘƛƻƴǎ ŀǊŜ ǊŜǾƛŜǿŜŘ ōȅ aŀƎŜƭƭŀƴΩǎ vǳŀƭƛǘȅ 
Improvement department. 
 
Because the screening program is part of an established assessment protocol all youth enrolled in the CSoC 
program are given the opportunity to participate in the depression and trauma informed screening at the time 
of the initial assessment and at reassessments as needed; the co-occurring mental health and substance abuse 
screening is completed with each administration of the CANS for the youth. Participation is not required for the 
depression and trauma informed screening and may be declined by the youth and/or guardian; however, the 
screening tools can be used by practitioners through motivational interviewing techniques to assist youth and 

QI 07, Element A, Factors 1 & 2 
QI 07, Element B, Factors 1˪3 
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families at any point during the assessment process. A brief overview and rationale for the selection of the 
screening tools are provided below, followed by the results of the screenings conducted during 2019.  

Co-Occurring Mental Health and Substance Abuse Screening 

Substance use and/or abuse increases morbidity with other mental health illnesses as well as decreases life 
expectancy. Risk factors for substance use in adolescents is linked to socioeconomic status, peer group 
influence, quality of parenting, and genetic predisposition to addiction/addictive behaviors. Effective 
ƛƴǘŜǊǾŜƴǘƛƻƴǎ ŦƻŎǳǎ ƻƴ ƳƻŘƛŦƛŀōƭŜ Ǌƛǎƪ ŦŀŎǘƻǊǎ ŀƴŘ ƛƳǇǊƻǾƛƴƎ ǇǊŜǾŜƴǘŀōƭŜ ŦŀŎǘƻǊǎ ƛƴ ǘƘŜ ȅƻǳǘƘΩǎ ƭƛŦŜΣ ǎǳŎƘ ŀǎ 
family, school, and community resources.  Substance use places the adolescent in a higher risk group in multiple 
areas. Substance use is consistently linked with continued suicidal behavior in adolescents. Not only are they 
more likely to attempt suicide, but also to use more lethal methods in their attempt.  Adolescents with comorbid 
affective disorders and substance use disorder are at greatest risk for reattempting and/or completing suicide. 
Rates of youth within CSoC with both mental health and substance use diagnoses are low. Between Jan 2018 
and December 2019, the prevalence rate of this comorbidity was 0.20%. This is partly due to the majority of 
CSoC population being under the age of 16, comprising 84.31% of enrollment. Please see the Demographic 
report for full analysis of the ages of youth served through CSoC.  
 
The CANS is an existing screening program for assessment of eligibility for CSoC. The screening tool is a specific 
module within the CANS assessment and is triggered whenever the Substance Use item of the Youth 
Behavioral/Emotional Needs section is rated at least a one. The Substance Abuse Module of the CANS 
assessment measures severity and duration of substance use, identification of stage of recovery present, and 
ƛƴŦƭǳŜƴŎŜǎ ƻŦ ǇŜŜǊǎΣ ǇŀǊŜƴǘǎΣ ŀƴŘ ŜƴǾƛǊƻƴƳŜƴǘŀƭ ŦŀŎǘƻǊǎ ƻƴ ȅƻǳǘƘΩǎ ǎǳōǎǘŀƴŎŜ ǳǎŜΦ ! CANS assessment rating of 1 
could indicate a history of substance abuse without current problems. A CANS assessment rating of a 2 or 3 
indicates a serious and/or immediate actionable need for the adolescent that must be addressed through the 
plan of care. When a rating of 2 or 3 is reported, active substance abuse is present, and recommendations must 
be present in the L.I! ǇŜǊǘŀƛƴƛƴƎ ǘƻ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ǘƘŀǘ ǿƛƭƭ ōŜ ƛƴŎƭǳŘŜŘ ƻƴ ǘƘŜ ȅƻǳǘƘΩǎ POC. The plan balances 
risk behaviors and needs with protective factors and strengths to outline a comprehensive strategy to improve 
functioning for the adolescent in multiple life domains.   

Adverse Childhood Experiences (ACEs) Screening 

Research indicates that it is common for trauma survivors to be under or mis-diagnosed. If they have not been 
identified as trauma survivors, their psychological distress is often not associated with previous trauma, and/or 
they are diagnosed with a disorder that marginally matches their presenting symptoms and psychological 
sequelae of trauma. Trauma survivors have difficulty regulating emotions. This is more so when the trauma 
occurred at a young age. !/9ǎ ŀǊŜ ŜȄǇŜǊƛŜƴŎŜǎ ǘƘŀǘ ƘŀǊƳ ŎƘƛƭŘǊŜƴΩǎ ŘŜǾŜƭƻǇƛƴƎ ōǊŀƛƴǎ ŀƴŘ can change both how 
they respond to stress and damage their immune systems so profoundly that the effects are only realized 
decades later. The science of ACEs and healing point to the urgent need to promote healthy parenting, teach 
resilience, and address social and economic inequities limiting family and community capacity to heal and 
prevent ACEs. The ACEs survey consists of 10 questions that measure physical, emotional, and sexual abuse; 
physical and emotional neglect; and households with mental illness, domestic violence, parental divorce or 
separation, substance abuse or incarceration. 

Depression Screening  

Depression is considered one of the most prevalent disorders with far-reaching consequences in America. More 
than 50% of adult mental disorders have their onset before the age of 18. Depression puts adolescents at 
greater risk for suicide, as they are seven times more likely to complete suicide than those without Depression. 
According to a 2017 National Institutes for Mental Health report, an estimated 3.2 million adolescents aged 12 
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to 17 had at least one major depressive episode. This number represented 13.3% of the US population aged 12-
17. Typical symptoms for adult depression, including disturbances in eating/sleeping habits and psychomotor 
retardation, are not always seen in adolescents. Instead, impulsive acts, anger, and rebellion are often observed. 
These externalizing behaviors may mask depression and focus treatment away from the source. Two screening 
ǘƻƻƭǎ ŀǊŜ ŀǾŀƛƭŀōƭŜ ŦƻǊ ǳǎŜ ōŀǎŜŘ ƻƴ ǘƘŜ ȅƻǳǘƘΩǎ ŀƎŜΥ PHQ-9 for youths aged 12 and older, and the MFQ-SV for 
youths aged 11 and younger. The PHQ-9 is a tool specific to depression and simply scores each of the 9 DSM 
criteria based on the mood module from the original PRIME-MD. The MFQ-SV consists of thirteen descriptive 
phrases regarding how the youth has been recently acting or feeling. These are easily understood by children 
and cover basic depression symptomatology. Neither tool is used for diagnostic purposes, but rather to guide 
treatment and further assessments. 

Results 

As a result of the assessment and screening program, 4385 youth were assessed between 2018 and 2019. Of 
those youth, 35.6% were identified with an actionable adjustment to trauma need. Further, 33.0% were 
identified with actionable depression needs. A lower number of youth, or 4.8% were identified with actionable 
substance use need.  Following the identification of an actionable need, the Wraparound Agency works with the 
youth, caregiver and treatment team to develop and implement an integrated, individualized Plan of Care to 
address those needs. aŀƎŜƭƭŀƴΩǎ /ŀǊŜ aŀƴŀƎŜƳŜƴǘ ¢ŜŀƳ ǊŜǾƛŜǿǎ ōƻǘƘ ǘƘŜ ŀǎǎŜǎǎƳŜƴǘ ŀƴŘ ǘƘŜ tƭŀƴ ƻŦ /ŀǊŜ ŀǘ 
enrollment and every 180-days thereafter to ensure that services and strategies are effective in addressing the 
actionable needs. The Care Management Section provides more information on how the Plans of Care are 
monitored and evaluated to support ongoing quality improvement activities.  Some of the barriers that were 
identified as well as current and projected interventions are listed below.  
 
Barriers Identified 
Á Certified providers (CP) reported increased time in the assessment interview to administer the tools. 

Á CPs considered the screening tool items duplicative of the CANS assessment.  

Á WAAs were concerned about future training opportunities and accessibility of the screening tools. 

 
Interventions 
Á Administration guidance for screenings adjusted for the WF to provide family with screening tools prior to assessment 

interview to reduce assessment time spent on screenings.  

Á Future trainings will emphasize the two week look back for depression screening tools. 

 
Recommendations for 2020  
Á Magellan will continue to encourage screening tool use for CSoC youth. 

Á Screening tools section will be added to aŀƎŜƭƭŀƴΩǎ ǇǊƻǾƛŘŜǊ ǿŜōǎƛǘŜΣ ƛƴŎƭǳŘƛƴƎ ǎŎǊŜŜƴƛƴƎ ǘƻƻƭ ŘƻǿƴƭƻŀŘ ŎŀǇŀōƛƭƛǘȅΦ 

Á Screening program training will be added to provider orientation to ensure current and future providers are trained 
and have access to the screening program. 

Á SAVRY screening tool will be added to further enhance the depression screening program. 
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Care Management Initiatives 
Magellan develops and maintains a CM program that ensures covered BH services are available when and where 
CSoC members need them. Our CM system has dedicated Care Managers, with specialized training in 
Wraparound, available 24 hours per day/7 days per week/365 days per year. The CM program ensures that 
clinically appropriate and cost-effective BH services are identified, planned, obtained and monitored for 
members who are high risk or have unique, chronic or complex needs. The process integrates Child and Family 
Teams (CFTs), which include the member, the guardian and the Care Manager (who reviews the member's 
strengths and needs).  The result is a mutually agreed upon, clinically appropriate and cost-effective service 
plan. Because of the special needs of our members, all youth and families enrolled are participated in complex 
case management activities. CM Program functions include: 
 

Á Assessment: Magellan has dedicated CM staff who review key documents that guide POCs and identify members that 
require intervention. The Licensed Mental Health Professional (LMHP) Care Manager brings a keen understanding of 
these documents, including the Child and Adolescent and Needs and Strengths (CANS) and Individualized Behavioral 
Health Assessments (IBHA).  Care Managers review all available clinical information and reach out to WAAs to ensure 
Magellan has accurate information. They also identify any concerns about the quality of the assessments and works 
with WAAs and providers to address these concerns quickly.  

Á Plan of Care (POC) approval: The POC documents all formal and informal services that the child and family will receive. 
Care Managers use a POC Review tool to ensure that Wraparound best practices and waiver requirements are met. 
This helps ensure that the child and family achieve their goals and children are kept safely at home.  

Á Risk identification: /ŀǊŜ aŀƴŀƎŜǊǎ ƳƻƴƛǘƻǊ ŎƘŀƴƎŜǎ ƛƴ ƳŜƳōŜǊǎΩ ŎƻƴŘƛǘƛƻƴǎΣ ƛƴŘƛŎŀǘƛƴƎ ŀ ƴŜŜŘ ŦƻǊ ǎǇŜŎƛŀƭƛȊŜŘ 
treatment or more intensive services. They may become aware of a change in condition through collaboration with a 
provider, changes in utilization (e.g., Emergency Department visits or inpatient admissions) and updated CANS or IBHA 
information. The Care Manager collaborates with WAAs to ensure POCs are adjusted to reflect additional needs and 
services. 

Á Care Coordination: There are many avenues by which a Care Manager may become aware of care coordination needs a 
child may have. Examples include the Barriers section of a POC, assessment information, utilization reviews with 
hospitals, ŀ ²!! ƛƴǘŜǊŦŀŎŜ ƻƴ aŀƎŜƭƭŀƴΩǎ ǇǊƻǾƛŘŜǊ ǿŜōǎƛǘŜΣ ǘƘǊƻǳƎƘ ²!! ƻǊ ¢wwǎΣ ŘǳǊƛƴƎ ²!! ǘŜŎƘƴƛŎŀƭ ŀǎǎƛǎǘŀƴŎŜ 
visits or from speaking with members and/or their families. Magellan has Care Managers, WAA Coordinators, Care 
Workers, FSO Coordinators and Managed Care Organization (MCO)/Agency Liaisons, all of whom focus on the 
individual needs of children and their families when needed. Medical needs, educational challenges and agency 
involvement are just a few triggers for increased care coordination activities.  

Á Coordination with MCOΥ /ŀǊŜ aŀƴŀƎŜǊǎ ŀƴŘ a/h [ƛŀƛǎƻƴǎ ŎƻƻǊŘƛƴŀǘŜ ŎŀǊŜ ǿƛǘƘ ƳŜƳōŜǊǎΩ a/hǎ ǘƻ ǇǊƻƳƻǘŜ ƻǾŜǊŀƭƭ 
health and wellness and non-duplicative services. Medical needs are considered during every clinical review and 
member interaction to ensure that children have appropriate and effective sources of healthcare. 

Plan of Care Review Tool 

At its core, wraparound is a values-guided, dynamic planning process that supports families in achieving their 
goals and the written record of this planning process is the Plan of Care.  Families work with their Wraparound 
Facilitator to create a diverse Child and Family Team made up of the youth, family, service providers, system 
partners, informal and natural supports, and the Wraparound Facilitator that is responsible for identifying 
needs, setting goals, evaluating strengths of all team members, creating proactive strategies and interventions, 
planning for crisis, working to overcome barriers, and evaluating progress all documented in the Plan of Care.  
 
A well-designed Plan of Care reflects all ten principals or values of Wraparound and meets CSoC waiver and 
Louisiana Medicaid requirements. The ten principles of Wraparound follow: 

QI 09, Element B, Factors 13˪ 
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Á Family Voice and Choice. ¢ƘŜ ŦŀƳƛƭȅ ŀƴŘ ȅƻǳǘƘΩǎ ǇŜǊǎǇŜŎǘƛǾŜǎΣ ǾŀƭǳŜǎΣ ŀƴŘ preferences are prioritized by the team. 

Á Team Based. ¢ƘŜ /ƘƛƭŘ ŀƴŘ CŀƳƛƭȅ ¢ŜŀƳ ƛǎ ƳŀŘŜ ǳǇ ƻŦ ǇŜƻǇƭŜ ƛƴǾƛǘŜŘ ōȅ ǘƘŜ ŦŀƳƛƭȅ ǿƘƻ ŀǊŜ ŎƻƳƳƛǘǘŜŘ ǘƻ ǘƘŜ ŦŀƳƛƭȅΩǎ 
well-being. 

Á Natural Supports. ¢ŜŀƳ ƳŜƳōŜǊǎ ǿƘƻ ŀǊŜ ŘǊŀǿƴ ŦǊƻƳ ǘƘŜ ŦŀƳƛƭȅΩǎ ǇŜǊǎƻƴŀƭ ŀƴŘ ŎƻƳƳǳƴƛǘȅ ǊŜlationships broaden the 
diversity and skills of the team and are available to the family long after their involvement in Wraparound ends. 

Á Collaboration. ¢ŜŀƳ ƳŜƳōŜǊǎ ǿƻǊƪ ǘƻƎŜǘƘŜǊ ǘƻ ŎǊŜŀǘŜ ŀ Ǉƭŀƴ ǘƘŀǘ ƳŜŜǘǎ ǘƘŜ ǘŜŀƳΩǎ ƎƻŀƭǎΦ 

Á Culturally Competent. The procŜǎǎ ŘŜƳƻƴǎǘǊŀǘŜǎ ŀ ǊŜǎǇŜŎǘ ŦƻǊ ǘƘŜ ŦŀƳƛƭȅΩǎ ǳƴƛǉǳŜ ǾŀƭǳŜǎΣ ǇǊŜŦŜǊŜƴŎŜǎΣ ŀƴŘ ŎǳƭǘǳǊŜ ƻŦ 
the family and their community. 

Á Individualized. {ǘǊŀǘŜƎƛŜǎΣ ǎǳǇǇƻǊǘǎΣ ŀƴŘ ǎŜǊǾƛŎŜǎ ŀǊŜ ƛƴŘƛǾƛŘǳŀƭƛȊŜŘ ǘƻ ƳŜŜǘ ǘƘŜ ŦŀƳƛƭȅΩǎ ƎƻŀƭǎΦ 

Á Strengths Based. Interventions are built on and enhance the strengths of Child and Family Team members. 

Á Persistence. Even when there are challenges, the Child and Family Team continues to work together toward goals until 
Wraparound is no longer required. 

Á Outcome Based. Strategies and progress toward goals are measurable and the Plan of Care is continually revised based 
on those outcomes. 

 

Lƴ ŀŘŘƛǘƛƻƴ ǘƻ ǘƘŜ ǇǊƛƴŎƛǇŀƭǎ ƻŦ ²ǊŀǇŀǊƻǳƴŘΣ [ƻǳƛǎƛŀƴŀΩǎ /{ƻ/ Ƙŀǎ ǎŜǘ ŀŘŘƛǘƛƻƴŀƭ ǊŜǉǳƛǊŜƳŜƴǘǎ ōŀǎŜŘ ƻƴ 
Wraparound best practices, specialized needs of youth with SMI/SED, and Medicaid requirements.  Magellan is 
charged with reviewing and approving Wraparound Plans of Care (POC), ensuring that all these requirements 
are met.  The process for Plan of Care review remained largely unchanged for several years but became less 
effective over time in ensuring quality Plans of Care and service delivery and did not support ongoing growth of 
ǘƘŜ /{ƻ/ ǇǊƻƎǊŀƳΦ  Lƴ ƭŀǘŜ нлмуΣ aŀƎŜƭƭŀƴΩǎ /ŀǊŜ aŀƴŀƎŜƳŜƴǘ 5ŜǇŀǊǘƳŜƴǘ ōŜƎŀƴ ǿƻǊƪ ƻƴ ŀ ǊŜǾƛŜǿ ǇǊƻŎŜǎǎ 
that would ensure Plans of Care adhere to Wraparound best practices, waiver requirements, and customer 
expectations. The creation of the Plan of Care Review Tool was guided by 5 priorities: 
 

Á Clear criteria and definitions 

Á Transparent review process 

Á Consistency among reviewers 

Á Timely, specific feedback that supports coaching 

Á Enhance systems for technical assistance 
 

In creating the POC Review Tool Magellan began with an examination and inventory of the CSoC waiver, 
National Wraparound Initiative (NWI) best practices, 10 Principles of Wraparound, Louisiana Department of 
Health Wraparound Facilitation Best Practices for Louisiana, and contract requirements.  Next, Magellan 
considered how the various requirements would be evident in a POC.  Then, Magellan created a set of 
standards, with definitions and references to the previously listed publications that was reviewed and approved 
by LDH.  Once LDH approved the tool and definitions, Magellan engaged the Wraparound Agencies in the next 
phase. 
 
Each POC Review Tool item was fully and clearly defined, and a coding guide was needed to ensure consistent 
application of the full definitions.  All Wraparound Agencies and LDH were invited to participate in a workgroup 
process to create the coding guide.  The workgroups began meeting in Spring 2019.  Each item included in the 
Tool was explained to members of the workgroup and both electronic and hard copies of the Tool and the 
definitions were distributed to each WAA and LDH for reference.  Wraparound Agencies, LDH, and Magellan split 
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into smaller workgroups and divided the Tool into sections.  Those smaller workgroups met separately and 
created coding guides for each item.  (The Tool uses a Likert scale for most items and Yes, No, N/A option for the 
rest. For Likert scale items, a rating of 1 indicates that the minimum standard is not met.  A rating of 3 indicates 
that the standard is met.  A rating of 5 indicates a best practice.  All items also allow for care manager comments 
to be included.)  The workgroups submitted their items to Magellan, where they were combined into one 
ŘƻŎǳƳŜƴǘ ōŜŦƻǊŜ ǘƘŜ ƭŀǊƎŜ ǿƻǊƪƎǊƻǳǇ ŀǎǎŜƳōƭŜŘ ŀƎŀƛƴ ǘƻ ǊŜǾƛŜǿΣ ƳƻŘƛŦȅ ŀǎ ƴŜŜŘŜŘΣ ŀƴŘ ŀǇǇǊƻǾŜ ŜŀŎƘ ƛǘŜƳΩǎ 
coding guide.  Once the Tool was complete, it was submitted in its entirety to LDH for approval.  The Tool, 
coding guide, and full definitions were compiled into a manual that was provided to each Wraparound Agency, 
LDH, and Magellan staff. 
 
After the Tool was approved, Magellan began the training phase.  Magellan clinical leadership and Wraparound 
Coordinators visited each Wraparound Agency around the state to train WAA staff on the background of the 
Tool, the full definitions, the coding guide, and every Tool item.  Magellan conducted the same training for 
clinical and quality staff.   
 
¢ƘŜ ǿƻǊƪƎǊƻǳǇΩǎ ƴŜȄǘ ǘŀǎƪ was establishing thresholds for approval and an implementation schedule.  Magellan 
conducted a preliminary assessment of Plans of Care using the tool and found that very few Plans of Care would 
be approved if the Tool was fully implemented at once.  To support growth and not cause undue burdens on 
families and Wraparound Agencies, it was agreed that the Tool standards would be implemented in phases.  The 
workgroup decided that waiver and customer requirements were the first to be required for approval beginning 
in July 2019.  Approximately monthly, standards were raised, with full implementation on November 7, 2019. 
 
Every POC Tool that is completed by a care manager is sent to the WAA on the day it is completed, and a 
spreadsheet with all POC Review Tool data (ratings and comments) is provided to each WAA monthly. In order 
to monitor progress on the Plan of Care quality at a system level, a dashboard that allows the user to view 
outcomes based on such things as WAA region and POC type.  Magellan shares the dashboard with WAAs and 
LDH monthly and has offered WAAs individual meetings to discuss strengths and opportunities in their regions.   
 
To ensure interrater reliability (IRR), all staff who review POCs (care managers, Wraparound Coordinators, 
quality reviewers, and clinical and quality leadership) participate in periodic IRR activities.  Each participant is 
provided the same POC and associated documents and is required to complete the tool.  All tools are reviewed 
by clinical leadership and then the POC, POC Review Tool, and group ratings are reviewed together in team 
ƳŜŜǘƛƴƎǎ ŀǎ ŀ ƭŜŀǊƴƛƴƎ ŀŎǘƛǾƛǘȅΦ  LƴŘƛǾƛŘǳŀƭ ǎǘŀŦŦΩǎ th/ wŜǾƛŜǿ ¢ƻƻƭǎ ŀǊŜ ǊŜǾƛŜǿŜŘ ŀƴŘ ŘƛǎŎǳǎǎŜŘ ŘǳǊƛƴƎ ƛƴŘƛǾƛŘǳŀƭ 
supervision. Magellan has begun measuring baseline data on Plan of Care quality through the POC Review Tool 
in order to determine the effectiveness of the technical support and training Magellan offers to Wraparound 
Agencies.  

Key Findings from the Plan of Care Review Tool  

Care Managers completed reviews of 722 POCs from 11/07/2019 ς 12/31/2019, with 479, or 66%, approved at 
the first submission.  The table below identify items with that are most frequently associated with plans of care 
that are not approved, requiring immediate action by the WAA to correct the error.  
 

Item 
Percent 
Yes/5 

Percent 
3 

Percent 
No/1 

Percent 
N/A 

Informal and natural supports have strategies 45% 38% 17% -- 

Trauma Concerns Addressed 43% -- 25% 33% 
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Item 
Percent 
Yes/5 

Percent 
3 

Percent 
No/1 

Percent 
N/A 

Multiple team members (beyond caregiver and youth) 
have actions steps in the crisis plan. 

50% 37% 13% -- 

Contact information included for each person with an 
action step in the crisis plan 

93% -- 7% -- 

New strengths identified in non-initial POC 67% -- 33% -- 

 
The Tool items listed above represent waiver, contractual and Wraparound best practice requirements, and the 
ease with which a Wraparound Agency and Child and Family Team are able to address them varies.  For 
example, adding contact information (a waive requirement) to a crisis plan is a relatively simple task.  Searching 
out and building on new strengths, proactively addressing trauma, and integrating the participation of informal 
and natural supports in all phases of the plan (both the proactive strategies and the reactive crisis plan) requires 
a fundamental shift in the way Wraparound Facilitators, teams, and families approach Wraparound, and will 
require significant coaching for Wraparound Facilitators and support from Magellan at all levels (medical, 
clinical, wraparound fidelity, network, etc.).   
 

Barriers Identified 

Á 34% of Plans of Care submitted are not able to be approved at first submission.  This indicates that progress and service 
delivery for families may be impeded by an insufficient Plan of Care.  Correction and resubmission of plans requires 
additional administrative work for Wraparound Facilitators. 

Á The volume of data available from the Tool is significant and isolating specific items for review and intervention is a 
challenge. 

Á The Plan of Care Review Tool interactive dashboard is not yet available to Wraparound Agencies.  Static dashboards, 
individual Tools, and monthly aggregate reporting are provided. 

Á Only four (4) of nine (9) Wraparound Agencies have chosen to meet with Magellan Clinical Director to review POC 
Review Tool findings. 

 

Interventions 

Á On-site training with Wraparound Agencies on the Tool at implementation and follow-up on site and virtual trainings as 
needed. 

Á Monthly, on-site with WAAs technical assistance visits by CSoC coordinators  

Á Monthly review of system-level findings with WAA Clinical Directors and LDH 

Á Member-level case reviews with WAAs 

Á Monthly consultation for Magellan staff with contracted Wraparound trainer  

Á aŀƎŜƭƭŀƴΩǎ /ƭƛƴƛŎŀƭ 5ƛǊŜŎǘƻǊΣ ²ǊŀǇŀǊƻǳƴŘ /ƻƻǊŘƛƴŀǘƻǊǎΣ ŀƴŘ Ŏƭinical leadership have offered to meet with Wraparound 
Agencies to review the findings for their regions, demonstrate the interactive dashboard, and collaborate to identify 
and prioritize items for intervention. 

 
Recommendations for 2020 

Á Create and disseminate interactive dashboard for each Wraparound Agency to support coaching and supervision. 

Á Target training and technical assistance activities to challenges identified in the POC Review Tool.  Build on strengths 
found in the Tool. 
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Á Wraparound Coordinators work with individual Wraparound Agencies to identify goals for first-time submission 
approval. 

Á Conduct follow-up training with Wraparound Facilitators, Coaches, and WAA leadership. 

Á Continue gathering baseline data and form workgroup to prioritize quality initiatives to improve Plan of Care quality. 

Other Uses for POC Review Tool 

Á  Wraparound Coordinators identify patterns of strength and challenges in their assigned region to inform their 
educational and technical assistance efforts with Wraparound Agencies.  Specific items trigger care management 
activities may include the following: 

 Outreach to MCO if a youth has an unmet health need or needs a PCP. 

 wŜŦŜǊǊŀƭ ǘƻ aŀƎŜƭƭŀƴΩǎ {ǘŀǘŜ !ƎŜƴŎȅ [ƛŀƛǎƻƴ ǿƘŜƴ ŎƘƛƭŘǊŜƴ ŀǊŜ ƛŘŜƴǘƛŦƛŜŘ ŀǎ ƘŀǾƛƴƎ ŀƴ ƛƴǘŜƭƭŜŎǘǳŀƭ ƻǊ 
developmental disability and may need developmental disability support services. 

 Complex clinical needs may be referred to the Medical Director or Physician Advisor. 

 Outreach to WAA with resources for youth with identified tobacco, substance use, or gaming issues. 

Á Clinical, quality, and training staff identify support and training needs for Wraparound Agencies. 

Á Wraparound Agencies can view trends among their staff and the populations they serve for targeted intervention. 

 

Other Care Management Initiatives 

 
Enhanced Follow-Up After Hospitalization 
aŀƎŜƭƭŀƴΩǎ ²ǊŀǇŀǊƻǳƴŘ /ƻƻǊŘƛƴŀǘƻǊǎ ŎƻƴǘŀŎǘ ŦŀƳƛƭƛŜǎ ǿƛǘƘƛƴ тн ƘƻǳǊǎ ƻŦ ŀ ƘƻǎǇƛǘŀƭ ŘƛǎŎƘŀǊƎŜ ǘƻ ŜƴǎǳǊŜ ǘƘŀǘ ŀ 
follow-up appointment has been made, to support the family in identifying and overcoming any barriers to 
attendance, and to emphasize the importance of the work of the Child and Family Team during times of 
transition.  Because the needs of CSoC youth are so significant, Wraparound Coordinators follow up a second 
time, one week later, to assist families with any new barriers they may have encountered, ensure clinical and 
medical needs are met, and that the Child and Family Team is engaged.  The enhanced level of support offered 
by the Wraparound Coordinator ensures that the CSoC youth is supported. 
 
Team Structure 
Magellan has organized its clinical and network teams according to Wraparound regions to foster cooperative 
relationships with Wraparound Agencies and providers, build expertise and cultural competence in serving the 
different geographic areas and people groups of the state, and maintain clinical familiarity and consistency in 
serving with CSoC youth.  Each Wraparound Agency has an assigned Care Manager, Wraparound Coordinator, 
and Network Management Specialist.  These team members (along with Quality, Clinical leadership, and the 
Medical Director) are able to work cooperatively to ensure members have the correct services they need, that 
quality of care concerns are addressed, and act on member and provider grievances and complaints as needed.  
The primary goal of the team structure is consistency and stability in implementation of the CSoC program. 
 
Additional Initiatives 
Follow-Up After Hospitalization, the EBP Workbook Project, and High-Risk Member Management are 
multidisciplinary initiatives described in other sections of this document. 
 
 

 

CC 01, Element A, Factor 1 & 2 
CC 01, Element B, Factor 2 
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Evidence- and Best Practice Initiatives 
 
aŀƎŜƭƭŀƴΩǎ ƴŜǘǿƻǊƪ ǘŜŀƳ ŎƻƭƭŀōƻǊŀǘŜǎ ǿƛǘƘ ŎƭƛƴƛŎŀƭ ŀƴŘ ǉǳŀƭƛǘȅ ŘŜǇŀǊǘƳŜƴǘǎΣ ŀǎ ǿŜƭƭ ŀǎ ǘƘŜ [ƻǳƛǎƛŀƴŀ 
Department of Health (LDH), to identify and implement initiatives related to quality of care for CSoC youth and 
families. Evidence-based practices (EBPs) are essential for serving the diverse demographics and guiding care 
related to the complex behavioral needs of CSoC youth. In accordance with the highest industry standards, the 
CSoC network includes access to four evidence-based practices for youth and families:  Homebuilders, 
Functional Family Therapy (FFT), Functional Therapy ς Child Welfare (FFT-CW), and Assertive Community 
Treatment (ACT).  

Homebuilders 

The EBPs with the highest utilization by CSoC members are Homebuilders and Functional Family Therapy (FFT).  
Homebuilders is an intensive, in-home evidence-based program utilizing research-based strategies including 
motivational interviewing, cognitive and behavioral interventions, relapse prevention, and skills training. This 
service is designed for families with children at imminent risk of out of home placement or who are navigating 
reunification following separation or placement. Typically, this intervention lasts for 4-6 weeks, though that time 
period can be extended if needed. 
 
Homebuilder providers contract with the Institute for Family Development (IFD) for training, supervision and 
monitoring of services. This occurs primarily through a Homebuilders® national consultant. IFD provides training 
and consultation to teams as part of a contract with the Department of Children and Family Services (DCFS).  The 
referral source for Homebuilders is almost exclusively DCFS and as less than ten percent of CSoC youth are 
involved with the DCFS, this likely contributors to the relatively low utilization of this service. 

Family Functional Therapy (FFT) & FFT-Child Welfare 

FFT is an evidence-based family intervention that typically spans five months and is targeted at youths 
demonstrating externalizing behaviors or who are at risk for developing more severe behaviors that affect family 
functioning. A subtype of FFT, known as FFT-Child Welfare services, is aimed at youth and families with 
suspected or indicated child abuse or neglect. Problems faced by these families include youth truancy, 
educational neglect, parental neglect or abuse, history of domestic violence, and adult caregiver substance use, 
anxiety, depression, or other significant mental health disorder.   The Division of Family Services is the primary 
referral source for FFT-CW services. Providers use the same HCPS code as Community Psychiatric Support (CPST) 
along with modifier HE for FFT and FFT-CW services are distinguished by an EBP indicator of EB01.  
 
Given that both Homebuilder and FFT interventions last longer than a single month, the table below details the 
number of unique CSoC members who received these services in 2018 and 2019.  Utilization of Homebuilders 
and FFT remains steady year to year. 
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Unique Members Utilizing Evidence-Based Services- Fiscal Year 2018 and 2019 

ACT was added as a covered service in 2018 for youth ages 18 to 20 years of age.  ACT services are comprised of 
therapeutic interventions that address the functional problems of individuals who have the most complex 
and/or pervasive conditions associated with major mental illness or co-occurring addiction disorders. These 
interventions are strength-ōŀǎŜŘ ŀƴŘ ŦƻŎǳǎŜŘ ƻƴ ǇǊƻƳƻǘƛƴƎ ǎȅƳǇǘƻƳ ǎǘŀōƛƭƛǘȅΣ ƛƴŎǊŜŀǎƛƴƎ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ŀōƛƭƛǘȅ 
to cope and relate to others, and enhancing their level of functioning in the community. Nine ACT providers 
joined the CSoC network in 2019 and only one youth has received the service as of December 31, 2019. 
Utilization of this service is likely to remain low given the narrow age range and the targeted population. 
 
2019 Interventions 
The CSoC network department continually strives to identify and credential practitioners, providers and 
specialized behavioral health providers to improve member access to care and specialty needs. The network 
department, along with quality and clinical departments, recognizes the need to develop and expand additional 
EBP services. To that end, in 2019 the CSoC unit developed a Network Strategy Committee (NSC), which is 
ŎƘŀƛǊŜŘ ōȅ ǘƘŜ bŜǘǿƻǊƪ 5ŜǾŜƭƻǇƳŜƴǘ !ŘƳƛƴƛǎǘǊŀǘƻǊΦ ¢ƘŜ ŎƻƳƳƛǘǘŜŜΩǎ ǇǳǊǇƻǎŜ ƛǎ to review service capacity and 
program development initiatives. The committee initiates the recruitment of providers in collaboration with the 
Wraparound Agencies (WAAs) and Family Support Organization (FSO) to ensure that unmet needs of the local 
communities are identified and addressed. This committee then develops and implements strategies to meet 
the needs for network expansion in each region. Its intent is to increase network capabilities by involving the 
community as well as internal and external stakeholders in developing creative solutions.  
 
In April 2019 the NSC developed an EBP workgroup tasked with exploring EBP expansion options. One 
intervention was to explore the utilization of symptom-based workbooks to train CPST masters-level workers in 
evidence-based treatment modalities for anxiety, depression, and trauma. Providing EBP workbooks and 
aŀƎŜƭƭŀƴΩǎ ƻƴƭƛƴŜ /.¢ ǘǊŜŀǘƳŜƴǘ ŀǇǇǊƻŀŎƘŜǎ ŦƻǊ ǘƘŜǎŜ ŘƛǎƻǊŘŜǊǎ ǇǊƻǾƛŘŜǎ ōŜƴŜŦƛǘǎ ƛƴ ŘƛǊŜŎǘ ŎŀǊŜ ŦƻǊ ƳŜƳōŜǊǎΦ  
CPST services are often rendered by masters-level individuals who are not yet fully licensed.  The committee 
proposed that the utilization of EBP workbooks and online resources could guide these practitioners and better 
focus their interventions.   
 
¢ƘŜ ŎƭƛƴƛŎŀƭ ŀƴŘ ǉǳŀƭƛǘȅ ǘŜŀƳ ǊŜǎŜŀǊŎƘŜŘ ŀƴŘ ǎŜƭŜŎǘŜŘ ǘǿƻ ǿƻǊƪōƻƻƪǎ ǘƻ ǇƛƭƻǘΦ aŀƎŜƭƭŀƴΩǎ /{ƻ/ Medical and 
Clinical Directors completed a tour of the nine regional Wraparound Agencies. The purpose of the meetings was 

Homebuilders FFT

July 2017 - June 2018 30 297

July 2018 - June 2019 24 294
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to introduce the new Medical Director to the WAA teams, inquire as to what could be done to assist in their 
missions, and to discuss the proposed workbook approach. Based on direct feedback during the visits, it was 
decided to move forward with a plan to facilitate the use of EBPs for members and to provide training for 
masters-level CPST workers around their use.  
 
Two workbooks were identified based on the behavioral health needs to be addressed.  The workbook project 
was presented to the Louisiana Department of Health (LDH) in November 2019. The network department began 
outreach to Mental Health Rehabilitation (MHR) providers who were actively treating our members through 
November and December to begin introducing them to the workbook concept and advise them of an 
informational call planned for January 2020. Provider feedback was positive. A training presentation was 
developed by the Quality Improvement Department designed to provide direction on developing and 
maintaining quality documentation for services. 
 
The EBP workgroup also began participating in The Center for Excellence to Practice workgroup in February 
2019. Prior to The Center for Excellence to Practice workgroup there was a collaborative group of behavioral 
health representatives from the five Healthy Louisiana Managed Care Organizations (MCOs) who were meeting 
regularly for over a year to plan co-sponsoring trainings for therapists in EBPs for children 0-5.  It was 
subsequently suggested this group should join The Center for Excellence to Practice in order to continue 
collaborative work around supporting EBPs (i.e.; training, fidelity monitoring, strategies to sustain and retain EBP 
providers in the Medicaid network).  This center is housed at Louisiana State University (LSU), with the Office of 
Behavioral Health (OBH) and Medicaid funding and overseeing the mission of coordinating, sustaining, and 
evaluating efforts to expand access to EBPs. Through this workgroup four new EBP services were identified and 
added to the Behavioral Health Services Provider manual: 
 

Á Child Parent Psychotherapy (CPP) is an intervention for children aged 0-6 and their parents who have experienced at 
least one form of trauma including but not limited to maltreatment, sudden traumatic death of someone close, a 
serious accident, sexual abuse, or exposure to domestic violence. The primary goal of the treatment is to support and 
strengthen the relationship between a child and his or her parent (or caregiver) in order to repair the child's sense of 
safety, attachment, and appropriateness of affect to ultimately improve the child's cognitive, behavioral, and social 
functioning.  

Á Parent-Child Interaction Therapy (PCIT) is an evidence-based behavior parent training treatment developed by Sheila 
Eyberg, PhD for young children with emotional and behavioral disorders.  PCIT emphasizes improving the quality of the 
parent-child relationship and changing parent-child interaction patterns. Children and their caregivers are seen 
together in PCIT. Parents learn and practice communication skills and behavior management with their children in a 
playroom while coached by therapists. The activities and coaching by a therapist enhance the relationship between 
parent and child and help parents implement non-coercive discipline strategies. 

Á Preschool PTSD Treatment (PPT) and Youth PTSD Treatment (YPT) are cognitive behavioral therapy interventions for 
posttraumatic stress disorder (PTSD) and trauma related symptoms. PPT and YPT are adapted for different age groups:  

 Preschool PTSD Treatment (PPT) is used for children ages 3-6. 

 Youth PTSD Treatment (YPT) is used for children and youth ages 7-18. 

Á The Triple P Positive Parenting Program is a parenting and family support system designed to prevent and treat 
behavioral and emotional problems in children. It aims to prevent problems in the family, school, and community 
before they arise and to create fŀƳƛƭȅ ŜƴǾƛǊƻƴƳŜƴǘǎ ǘƘŀǘ ŜƴŎƻǳǊŀƎŜ ŎƘƛƭŘǊŜƴ ǘƻ ǊŜŀƭƛȊŜ ǘƘŜƛǊ ǇƻǘŜƴǘƛŀƭΦ ¢ƘŜ ά¢ǊƛǇƭŜ t 
{ȅǎǘŜƳέ ƛƴŎƭǳŘŜǎ ŀ ǎǳƛǘŜ ƻŦ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ǿƛǘƘ ŘƛŦŦŜǊŜƴǘ ƛƴǘŜƴǎƛǘȅ ƭŜǾŜƭǎ ŀƴŘ ŘŜƭƛǾŜǊȅ ƳŜǘƘƻŘǎ ǘƻ ƳŜŜǘ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭ 
needs of youth and parents. 
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In preparation for utilization of the services, the network team and IT resources identified and implemented 
system configuration changes that would allow for appropriate tracking of provider certifications, EBP 
specialties, EBP code tracking, authorizations, and outcome codes to monitor utilization of services. The current 
Tracking of Evidence Based Practices procedure was amended in February 2019 to include draft process for 
tracking the newly identified EBPs. Additionally, the network team identified currently contracted providers 
certified for each EBP.  There were 193 practitioners identified as in-network at the time of the analysis. Full 
implementation of these services will begin once The Center for Excellence to Practice workgroup finalizes the 
fidelity monitoring requirements and determines responsibility for oversight. 
 
Recommendations for 2020 
Clinical, quality and network departments held a conference call with MHR providers on January 23, 2019.  At 
ǘƘƛǎ ƳŜŜǘƛƴƎΣ /{ƻ/Ωǎ aŜŘƛŎŀƭ 5ƛǊŜŎǘƻǊ ǎƘŀǊŜŘ ŀ presentation entitled Guided Workbook Therapy for CSoC 
members with Anxiety, Depression, Oppositional Behaviors, and Conduct Disorder. The workbook workgroup will 
continue to move forward to achieve full implementation of the workbook initiative to ensure youth and 
families receive evidence-based care.  Actions to support this goal in 2020 include: 
 

Á Workbook project: 

 Develop a presentation to be shared with the State Governance Board 

 Develop a tip sheet to accompany the workbooks 

 Disseminate workbooks and tip sheets to MHR providers 

 Conduct follow up training with MHR providers to include documentation requirement (March 2020) 

Á Continue to collaborate with The Center for Excellence to Practice workgroup on fidelity monitoring and outreach to 
certified providers to join the CSoC network  

Á Finalize and obtain approval for Tracking of Evidence Based Practices process amendment 

Á Develop and conduct EBP trainings for internal staff, providers and WAAs 
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Behavioral Continuum and Behavioral/Medical 
Integration Activities 
Magellan implements policies and procedures to ensure that that is coordination across the behavioral health  
continuum of care and integration with medical plans to support a whole person model of care. The many of the 
policies and procedures implemented by the CSoC Unit were customized to ensure customer requirements were 
met allowing to qualifying members to seamlessly ǘǊŀƴǎƛǘƛƻƴ ōŜǘǿŜŜƴ ǘƘŜ ȅƻǳǘƘΩǎ Managed Care Organization 
(MCO) and Magellan as the CSoC Coordinator. As the CSoC Contractor, Magellan is responsible for the 
administration of specialized behavioral health plan for a small subset of SED/SPMI youth and adolescents 
within the larger Medicaid eligible population (i.e., 2400 youth and families). MCOs are responsible for the 
administration and management of physical, behavioral health and pharmacy benefits for the remaining 
Medicaid youth and adult population. Currently, there are five MCO plans contracted by LDH and Medicaid to 
manage over one million Louisiana residents eligible to receive Medicaid benefits. Once a youth is enrolled in 
CSoC, the MCO continues to manage physical and pharmacy benefits, as well as residential behavioral health 
services, while Magellan administers specialized behavioral health services, including inpatient and outpatient 
levels of care, and waiver support services.  
 
LDH promulgates standard operating procedures, which requires referrals to be made through the ȅƻǳǘƘΩǎ MCO 
to ensure that relevant member information about current and/or previous service utilization is exchange 
between the MCO and Magellan, then ǎƘŀǊŜŘ ǿƛǘƘ ǘƘŜ ƳŜƳōŜǊΩǎ ǇǊŀŎǘƛǘƛƻƴŜǊǎ ŀƴŘ ǇǊƻǾƛŘŜǊǎΦ Magellan collects 
and integrates data to identify opportunities to improve coordination across the continuum of behavioral 
healthcare services, including at transition of care between health plan, during critical points in treatment, and 
at discharge for all practitioners, prescribers and providers participating on the child treatment team.  This 
section provides activities conducted in 2019 to support coordination across the behavioral health continuum 
and integration of medical activities  
 

Coordinating Care Across the Behavioral Health Continuum 

Continuity and Coordination at Transition of Care 

In the Louisiana system of care, Medicaid utilizes an integrated model of care in which behavioral health, 
ǇƘȅǎƛŎŀƭ ƘŜŀƭǘƘ ŀƴŘ ǇƘŀǊƳŀŎȅ ōŜƴŜŦƛǘǎ ŀǊŜ ƳŀƴŀƎŜŘ ōȅ ǘƘŜ ȅƻǳǘƘΩǎ a/h ǇƭŀƴΦ /{ƻ/ ƛǎ ŀ ǎǇŜŎƛŀƭǘȅ ōŜƘŀǾƛƻǊŀƭ 
healthcare program which requires Magellan, as the LDH CSoC Coordinator, to assume the responsibility of 
ƳŀƴŀƎŜƳŜƴǘ ƻŦ ōŜƘŀǾƛƻǊŀƭ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎ ŘǳǊƛƴƎ ǘƘŜ ȅƻǳǘƘΩǎ ŜƴǊƻƭƭƳŜƴǘ ƛƴ /{ƻ/Φ !ƭǘƘƻǳƎƘ aŀƎŜƭƭŀƴ ŘƻŜǎ ƴƻǘ 
have a direct contractual relationship, Magellan is contractual required to have a position, or MCO liaison, that is 
dedicated to supporting members as the transition between the MCOs and Magellan.  Although Magellan does 
not have a contractual relationship with the MCOS, the MCO liaison also supports our members in addressing 
issues in accessing physical health, residential behavioral health services and pharmacy benefits when they are 
identified. Coordination of care activities are conducted with MCOs in the following situations: 
 
Á Referrals to CSoC are initiated by families through their health plan.  The health plan gathers information about current 

and recent providers / service utilization, medication, and living setting during the referral call, and provide that 
information to Magellan in writing in real time while on the call.  In 2019, 2966 referrals to CSoC were received from 
the MCOs; 

CC 01, Element A, Factors 1 & 2 
 
  

CC 01, Element B, Factor 1 
CC 01, Element C, Factor 1 
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Á At least once a month, Magellan has a meeting with each MCO to include the MCO Liaison, Magellan Medical Director, 
and health plan representative to discuss youth who are discharging from CSoC and transitioning back to their health 
plan; 

Á Written documentation provided by Magellan to the receiving health plan when a member disenrolls including most 
recent CANS, Discharge POC, and discharge form that includes current providers and authorization needed for 
continuity of care purposes; 

Á As needed when members have difficulty accessing prescribed medications, have a medical condition that may benefit 
from being involved with medical complex/condition case management, need a medical specialist, etc.; 

Á When the health plan identifies a new behavioral health need in the course of managing medical care.  

Á When a youth is enrolled in CSoC is hospitalized, at times the family has trouble with obtaining medications upon 
release of the youth from the hospital 

 
To support these activities, Magellan tracks care coordination between the health plans and Magellan. The data 
ōŜƛƴƎ ǘǊŀŎƪŜŘ ōȅ aŀƎŜƭƭŀƴ ƛƴŎƭǳŘŜǎ ǘƘŜ ŦƻƭƭƻǿƛƴƎΥ ȅƻǳǘƘΩǎ ƴŀƳŜΣ 5h.Σ IŜŀƭǘƘȅ [ƻǳƛǎƛŀƴŀ tƭŀƴ όI[tύΦ /ƻƴǘŜƴǘ ƻŦ 
Physical health care coordination email sent to the HLP, email sent date, Physical health care coordination 
category type (i.e. Physical health CM referral, PCP needed, Medication assistance, Pregnancy, Parenting, 
treatment/Provider assistance requested, interpreter services for medical appointments) and date of response 
received from health plan.  The data is updated daily as needed while collaborating with the Health Plans and 
Wraparound Agencies via phone calls and emails depending on the severity of the need.  
 
Often times, after transition members may be more vulnerable to setbacks.  For this reason, Magellan employs a 
robust system of medical and clinical oversight as youth are transitioned from the CSoC program back to their 
MCOs.  The Medical Director exercises oversight of all discharges. Wraparound Agencies provide documentation 
for each youth who is discharged including their most recent CANS assessment, Plan of Care, and a discharge 
ŦƻǊƳΦ  ¢ƘŜ ²ǊŀǇŀǊƻǳƴŘ /ƻƻǊŘƛƴŀǘƻǊ ŦƻǊ ǘƘŀǘ ȅƻǳǘƘΩǎ ǊŜƎƛƻƴ ŀƴŘ ǘƘŜ aŀƴŀƎŜŘ /ŀǊŜ ƻǊƎŀƴƛȊŀǘƛƻƴ όa/hύ [ƛaison 
review the forms and present the information to the Medical Director.  The Medical Director looks for any areas 
of concern that may need the special attention of the receiving MCO such as; diagnostic and psychotropic 
medications alignment, complex medical diagnosis, and member engagement in out-of-home treatment that 
may lead to re-referral at discharge. Once the cases are reviewed, the MCO Liaison completes a detailed weekly 
discharge agenda and sends it to the MCO prior to the discharge call.  The discharge call is led jointly by 
aŀƎŜƭƭŀƴΩǎ aŜŘƛŎŀƭ 5ƛǊŜŎǘƻǊ ŀƴŘ a/h [ƛŀƛǎƻƴ ŀƴŘ ƛǎ ŀǘǘŜƴŘŜŘ ōȅ ǊŜǇǊŜǎŜƴǘŀǘƛǾŜǎ ŦǊƻƳ ǘƘŜ a/hǎΦ ¢ƘŜ a/h 
Liaison presents demographic information, diagnosis and reason for discharge. The Medical Director presents 
clinical information including medications, CANS outcomes, outstanding clinical issues, and existing behavioral 
health providers.  MCO representatives engage in discussions to ensure a smooth transition is rendered and that 
ǘƘŜ ƳŜƳōŜǊΩǎ ƴŜŜŘǎ Ŏŀƴ ŎƻƴǘƛƴǳŜ ǘƻ ōŜ ƳŜǘΦ   Ln 2019, 3157 CSoC youth were disenrolled and transitioned back 
to their respective MCO for continued services, treatments, and case management as applicable.    
 
Barriers Identified 

Á Some MCOs experienced regular turnover of CSoC Liaison position, leading to difficulties in maintaining established 
processes for coordination. 

Á Magellan rarely receives health information from MCOs, and encounters barriers in receiving specifically requested 
information. 

Á The discharge form agreed upon by LDH, Magellan, and the MCOs does not provide sufficient information on 
outcomes, living setting, and reason for discharge. 
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Interventions 

Á aŀƎŜƭƭŀƴΩǎ a/h [ƛŀƛǎƻƴΣ aŜŘƛŎŀƭ 5ƛǊŜŎǘƻǊΣ ŀƴŘ /ƭƛƴƛŎŀƭ 5ƛǊŜŎǘƻǊ ŎƻƴŘǳŎǘ ǊŜƎǳƭŀǊ ŦŀŎŜ-to-face meetings with MCO staff 
to problem solve, build relationships, provide education about CSoC and wraparound processes/principles, and engage 
in process improvement. 

Á An internal workgroup at Magellan recommended to LDH that updates to the discharge form occur to make them more 
meaningful to MCOs and Magellan for continuity of care and outcomes tracking purposes. 

 
Recommendations for 2020 

Á Implement revised discharge form and educate MCOs and Wraparound Agencies in its use. 

Á aŀƎŜƭƭŀƴΩǎ aŜŘƛŎŀƭ 5ƛǊŜŎǘƻǊ ŜƴƎŀƎŜ a/h aŜŘƛŎŀƭ 5ƛǊŜŎǘƻǊǎ ƛƴŘƛǾƛŘǳŀƭƭȅ ŀƴŘ ŀǎ ŀ ƎǊƻǳǇ to improve processes for 
sharing member-level health information. 

Á aŀƎŜƭƭŀƴΩǎ a/h [ƛŀƛǎƻƴ ŘŜǾŜƭƻǇ ŀ ǎǘŀƴŘŀǊŘ /{ƻ/ ƻǾŜǊǾƛŜǿ ǘƻ ŜŘǳŎŀǘŜ ƴŜǿ a/h ǎǘŀŦŦ ƻƴ ǘƘŜ ǇǊƻƎǊŀƳ ŀƴŘ ƛǘǎ 
processes. 

Coordination of Care between Wraparound Agencies (WAAs) and Formal Behavioral Health 
Providers 

Magellan has policies and procedures in place to ensure collaboration between WAAs and treating providers to 
promote coordination of care for youth across the behavioral health continuum. WAAs are required to invite all 
formal providers that are listed on ȅƻǳǘƘΩǎ th/ ǘƻ ŜǾŜǊȅ ƳƻƴǘƘƭȅ /ƘƛƭŘ ŀƴŘ CŀƳƛƭȅ ¢ŜŀƳ ƳŜŜǘƛƴƎ ǿƛǘƘƛƴ ǎŜǾŜƴ 
ŎŀƭŜƴŘŀǊ Řŀȅǎ ƻŦ ŀ ǎŎƘŜŘǳƭŜŘ /ƘƛƭŘ ŀƴŘ CŀƳƛƭȅ ¢ŜŀƳ ƳŜŜǘƛƴƎΦ ²!!ǎ ŀǊŜ ǘƻ ǎƘŀǊŜ ǘƘŜ ȅƻǳǘƘΩǎ ŎǳǊǊŜƴǘ th/Σ L.I!Σ 
ŀƴŘ /!b{ ǿƛǘƘ ǘƘŜ ȅƻǳǘƘΩǎ ǇǊƛƳŀǊȅ ŎŀǊŜ ǇƘȅǎƛŎƛŀƴ ŀƴŘ ŀƭƭ ǇǊƻǾƛŘŜǊǎ ŀǳǘƘƻǊƛȊŜŘ ƻƴ ǘƘŜ ȅƻǳǘƘΩǎ th/Φ  Lǘ ƛǎ ŀƭǎƻ 
ǊŜǉǳƛǊŜŘ ǘƘŀǘ ŀ ȅƻǳǘƘΩǎ ǘǊŜŀǘƛƴƎ ōŜƘŀǾƛƻǊŀƭ ƘŜŀƭǘƘ ǇǊƻǾƛŘŜǊ Ƙŀǎ ǘƘŜ ȅƻǳǘƘΩǎ ŎǳǊǊŜƴǘ ²ǊŀǇŀǊƻǳƴŘ th/Σ L.I!Σ ŀƴŘ 

/!b{ ƛƴ ǘƘŜ ȅƻǳǘƘΩǎ ŎƘŀǊǘΦ Magellan treatment record reviews include monitoring the coordination of 
care between behavioral health practitioners and with the primary care physician, as well as between 
behavioral health providers. Data is collected from the Wraparound agencies quarterly during onsite audits 
and from the provider agencies at least annually from treatment record reviews. Magellan offers ongoing 
training for both Wraparound agencies and providers related to collaboration and importance of 
communication. Ongoing training is evidenced by bi-monthly all provider calls led by Network Management 
Specialist and monthly onsite visits with WAAs by Wraparound Coordinators.  

 
Key WAA Audit Results 

  2018 2019 

Element 
# of 

Compliant 
Elements 

Total # of 
Elements 
Reviewed 

Percent 
# of 

Compliant 
Elements 

Total # of 
Elements 
Reviewed 

Percent 

4C - Treatment Record reflects continuity and 
coordination of care between primary 

behavioral health clinician and psychiatrist, 
treatment programs/institutions, other 

behavioral health providers and ancillary 
providers. 

367 390 94.10% 362.5 388 93.43% 

1D - Evidence of timely notification of 
Behavioral Health Providers of CFT meeting. 

312 385 81.04% 298.5 376 79.39% 

 
For both elements listed above, performance decreased slightly from 2018 to 2019, with Element 4C meeting 
the standard and Element 1D not meeting the standard.  The Child and Family Team meeting is the place where 
all decisions about care and treatment planning should occur.  Participation by diverse team members is 
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essential to the function of the Team and the quality of the Plan of Care that documents the work of the team, 
and providers who are not invited timely or at all are not given the opportunity to attend and support the 
Wraparound values.  In record reviews driven by Quality of Care Concerns and unrelated to regularly scheduled 
audits, lack of coordination is frequently observed. 
 
Barriers Identified  

Á Wraparound Agencies consistently do not provide timely notification of Child and Family Team meetings, which is the 
core treatment planning activity of wraparound, to providers. 

Á The lack of care coordination impedes progress in treatment. 

Á Only LMHPs and staff from the Family Support Organization may bill for participation in Child and Family Teams, 
limiting the availability of other provider types. 

 
Interventions 
Á Each WAA receives a detailed results letter outlining the results of their review and scores for each section. 

Á If the WAA scores below the minimum threshold, they are required to submit a written corrective action plan to be 
approved by Magellan and feedback is provided as needed. 

Á Each WAA has a designated Wraparound Coordinator who is available to provide on-site and telephonic technical 
assistance and training. 

Á Wraparound Coordinators continue to offer on-site and telephonic technical assistance, and add periodic, non-audit, 
chart reviews to support care coordination activities. 

 
Recommendations for 2020 
Á Wraparound Coordinators continue to offer on-site and telephonic technical assistance, and add periodic, non-audit, 

chart reviews to support care coordination activities. 

Á Foster connections among Wraparound Agencies, providers, Network Management Specialists, and Wraparound 
Coordinators when barriers to care coordination are discovered. 

Á Enhance new provider orientation to emphasize care coordination expectations. 

Follow-up Care after Hospitalization for Mental Illness 

All outpatient treatment services are planned by the Child and Family Team and authorization is requested 
ǘƘǊƻǳƎƘ ǘƘŜ ȅƻǳǘƘΩǎ tƭŀƴ ƻŦ /ŀǊŜΦ  ¢ƘŜ th/ ƛƴŎƭǳŘŜ ƛƴŦƻǊƳŀǘƛƻƴ ƻƴ ǎǘǊŜƴƎǘƘǎΣ ƴŜŜŘǎΣ ƎƻŀƭǎΣ ƻōƧŜŎǘƛǾŜǎΣ ǎǘǊŀǘŜƎƛŜǎΣ 
barriers, providers, and service type and intensity.  Families receive assistance from their Wraparound Facilitator 
in understanding the service array available to them, and in choosing providers the family believes will best 
meet their needs. 
 
When CSoC youth are hospitalized, it is expected, and written as part of the Medical Necessity Criteria, that 
hospitals coordinate with the Wraparound Agency and have a discharge plan with appointments finalized one 
day prior to discharge.  The Child and Family Team is responsible for planning care for each member, according 
to their unique needs.  This responsibility continues while children are hospitalized, and Magellan encourages 
hospitals and Wraparound Agencies to schedule Child and Family Team meetings during the hospital stay, 
preferably on-site, and virtually when necessary, for discharge planning purposes.  
 
The guardian is provided active assistance upon discharge from an inpatient psychiatric hospital setting to 
encourage attendance of aftercare appointmentǎΦ aŀƎŜƭƭŀƴΩǎ Ǌƻōǳǎǘ Cƻƭƭƻǿ-Up After Hospitalization processes 
places responsibility for follow-ǳǇ ǿƛǘƘ ǘƘŜ ŎƘƛƭŘΩǎ ŘŜǎƛƎƴŀǘŜŘ ŎŀǊŜ ƳŀƴŀƎŜǊ ŀƴŘ ²ǊŀǇŀǊƻǳƴŘ /ƻƻǊŘƛƴŀǘƻǊΦ  ¢ƘŜ 
²ǊŀǇŀǊƻǳƴŘ /ƻƻǊŘƛƴŀǘƻǊǎ Ŏŀƭƭ ǘƘŜ ȅƻǳǘƘΩǎ ƎǳŀǊŘƛŀƴ ǿƛǘƘƛƴ тн ƘƻǳǊǎ ƻŦ ŘƛǎŎƘŀǊƎŜΣ ǇǊŜferably the next business 

CC 01, Element B, Factor 2 
CC 01, Element C, Factor 2 
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day, to remind them of the aftercare appointment, encourage attendance, and confirm if a Child and Family 
Team meeting has been scheduled. The Wraparound Coordinator will provide assistance to maintain 
appointment if needed including, assistance finding a different provider or appointment time, providing 
ƛƴŦƻǊƳŀǘƛƻƴ ƻƴ aŜŘƛŎŀƛŘ ǘǊŀƴǎǇƻǊǘŀǘƛƻƴΣ ŘƛǊŜŎǘƛƻƴǎ ǘƻ ǇǊƻǾƛŘŜǊΩǎ ƭƻŎŀǘƛƻƴ ƻǊ ǇǊƻǾƛŘŜǊ ǇƘƻƴŜ ƴǳƳōŜǊΦ ¢ƘŜ 
Wraparound Coordinator notifies the guardian that they will follow up again via phone in seven days to confirm 
appointment and address any barriers. 
 
Barriers Identified  

Á When children are hospitalized great distances from their home, scheduling Child and Family Team meetings can be 
challenging. 

Á It has historically been difficult for members who live in rural areas to access Licensed Mental Health Professionals 
(LMHP) when transportation is an issue. 

Á LMHPs are most often office-based and members rely on services being provided in their homes and community 
locations. 

Á Hospitals and Wraparound Agencies report challenges communicating with each other. 

 
Interventions 

Á aŀƎŜƭƭŀƴΩǎ ŎŀǊŜ ƳŀƴŀƎŜǊǎ ƻŦŦŜǊ ƛƳƳŜŘƛŀǘŜ ŎƻƴŦŜǊŜƴŎŜ Ŏŀƭƭǎ ǘƻ ŎƻƴƴŜŎǘ ƘƻǎǇƛǘŀƭǎ ŀƴŘ ²ǊŀǇŀǊƻǳƴŘ !ƎŜƴŎƛŜǎ ǿƘŜƴ 
notified of a communication barrier. 

Á In July 2019, Magellan significantly increased both the reimbursement rates for LMHPs and access to them. 

Á Magellan initiated a plan to provide evidence-based workbooks and associated training to non-LMHP providers who 
serve members in their homes and communities. 

 
Recommendations for 2020 

Á Distribute evidence-based workbooks to providers, train Wraparound Agencies, and fully implemented workbook 
program. 

Á Monitor use of expanded LMHP network and conduct root cause analysis if utilization does not increase. 

Members with SED/SPMI  

The Coordinated System of Care is dedicated to focusing on youth with severe and persistent mental illness, and 
ŀ 5{a ŘƛŀƎƴƻǎƛǎ ƛǎ ǊŜǉǳƛǊŜŘ ŦƻǊ ŜƴǊƻƭƭƳŜƴǘ ƛƴ ǘƘŜ ǇǊƻƎǊŀƳΦ ¢ƘŜ /ƻƻǊŘƛƴŀǘŜŘ {ȅǎǘŜƳ ƻŦ /ŀǊŜΩǎ ǇƻǇǳƭŀǘƛƻƴ 
includes youth ages 5-20, who have serious mental health challenges and are in or at risk of out of home 
placement.  Magellan identified a gap in skills in provider workforce, which led to a workbook project. The 
ǿƻǊƪōƻƻƪ ǇǊƻƧŜŎǘ ƭŜŘ ōȅ ǘƘŜ aŜŘƛŎŀƭ 5ƛǊŜŎǘƻǊ ƛƴ Ŏƻƴǎǳƭǘŀǘƛƻƴ ǿƛǘƘ ǘƘŜ ²!!Ωǎ ŀnd providers. The workbooks 
ŀŘŘǊŜǎǎ ǎŜǾŜǊŜ ŀƴŘ ǇŜǊǎƛǎǘŜƴǘ ƳŜƴǘŀƭ ƛƭƭƴŜǎǎ ŎƻƴŘƛǘƛƻƴǎΣ ǎǳŎƘ ŀǎ !5I5Σ ŀƴȄƛŜǘȅ ŀƴŘ ŘŜǇǊŜǎǎƛƻƴΦ ¢ƘŜ ²!!Ωǎ ŀƴŘ 
providers will be trained on how to utilize the free workbooks with youth and families. Magellan will provide 
ongoing mƻƴƛǘƻǊƛƴƎ ŀƴŘ ǘŜŎƘƴƛŎŀƭ ŀǎǎƛǎǘŀƴŎŜ ǘƻ ǘƘŜ ²!!Ωǎ ŀƴŘ ǇǊƻǾƛŘŜǊǎΦ   
 
The Plan of Care review tool discusses Evidence Based Practices being considered when appropriate as it relates 
to youths with severe and persistent mental illness and a DSM-V mental health diagnosis on file. Both elements 
ŦƻŎǳǎ ƻƴ ǘƘŜ ǎǇŜŎƛŀƭ ƴŜŜŘǎ ƻŦ ǘƘƛǎ ǇƻǇǳƭŀǘƛƻƴΦ aŀƎŜƭƭŀƴΩǎ ŀǿŀǊŜƴŜǎǎ ƻŦ Ƴƻǎǘ ŀǘ-risk youth requiring enhanced 
management and oversite has prompted the development of an enhanced risk project.  
 
The risk project is led by the Medical Director, supported by both the clinical and quality department.  
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The overview includes use of an algorithm to apply to the CANS to identify youth to be screened for enhanced 
risk and use of the SAVRY as an evidenced-based measure to assess on-going risk.  Magellan has purchased 
training slots to be allocated to the wraparound agencies to train staff on the SAVRY.   
Magellan then presented this project plan to the wraparound agencies and broke down the steps into seven 
different workgroups: 
 

Á Develop Protocol for Assessing Initial Risk 

Á Develop Protocol for Assessing Ongoing Risk 

Á Develop Process for Coordination between Clinical Director, Wraparound Facilitator Supervisor & Wraparound 
Facilitator  

Á Develop Procedure for Engagement and Coordination Appropriate Providers 

Á Develop Standards for Documentation 

Á Develop Workflow for Coordination between WAA and Magellan 

Á Develop Criteria for Discharging Members from the Enhanced Risk List 

 
Staff from each wraparound agency, LDH, and Magellan volunteered for each workgroup.  The intent was for the 
ǿƻǊƪƎǊƻǳǇǎ ǘƻ ǳǎŜ aŀƎŜƭƭŀƴΩǎ ƻǾŜǊǾƛŜǿ ŀǎ ƎǳƛŘŀƴŎŜ ŦƻǊ ŘŜǾŜƭƻǇƛƴƎ ǇǊƻǘƻŎƻƭǎ ŀƴŘ ǇǊƻŎŜŘǳǊŜǎ ǘƻ ōŜ ǳǎŜŘ ŦƻǊ 
these youth.  After the final process is developed with collaboration among Magellan the WAAs, and LDH, it will 
be presented to LDH leadership for approval with the goal of implementation being late Spring 2020.   

This initiative is more fully described in the Care Management Initiatives section. 

Appropriate Use of Psychotropic Medications  

Lƴ [ƻǳƛǎƛŀƴŀΩǎ aŜŘƛŎŀƛŘ ǎȅǎǘŜƳ ƻŦ ŎŀǊŜΣ Ƴŀƴȅ ƻǳǘǇŀǘƛŜƴǘ ǇǊƻǾƛŘŜǊǎ ŎƻƴǘǊŀŎǘ ŘƛǊŜŎǘƭȅ ǿƛǘƘ ǇǊŜǎŎǊƛōŜǊǎΦ  tǊƻǾƛŘƛƴƎ 
medication management services serves as a value-added benefit to their members.  Because this direct 
relationship exists between prescribers and non-prescribers, Magellan has a unique opportunity to monitor the 
appropriate use of psychotropic medications in CSoC youth through the Treatment Record Review (TRR) 
process. In 2019, 217 member records were reviewed to assess adherence to clinical practice guidelines for the 
use of psychotropic medications, the results of which are documented in the table below. The CSoC Unit 
establishes a minimum performance threshold for overall performance at 85%; however, if a specific element is 
considered a potential quality of care concern, the Clinical Reviewer can require corrective actions for any 
performance level and will inform the Medical and Clinical Directors of any emergent/urgent quality concerns.  

 

 
TRR Item 

Performance 
Rate in 2018 

(n = 106) 

Performance 
Rate in 2019 

(n = 217) 

Exploration of allergies and adverse reactions 91.5% 92.2% 

Member compliance or non-compliance with medications is documented; if non-
compliant, interventions considered 

98.0% 99.0% 

Signed and dated consent forms for medication or refusal documented (as applicable) 89.0% 81.0% 

Medication flow sheet completed, or progress note includes documentation of current 
psychotropic medication, dosages, date(s) of dosage changes 

95.1% 98.9% 

Documentation of member education regarding reason for the medication, benefits, 
risks, and side effects  

87.8% 80.7% 

 Documentation of member verbalization of understanding of medication education 84.5% 75.3% 

CC 01, Element B, Factor 3 
CC 01, Element C, Factor 3 
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TRR Item 

Performance 
Rate in 2018 

(n = 106) 

Performance 
Rate in 2019 

(n = 217) 

IF PRESCRIBED ANTIPSYCHOTIC MEDICATION: Provider documented ongoing screening 
of weight and re-calculated BMI (e.g., 4 wks., 8 wks., 12 wks., quarterly, annually, q5 

yrs.) as well as annual requests for fasting glucose and lipids. 
87.5% 86.7% 

 
Results of data collected to assess for the appropriate use of psychotropic medications are reviewed annually by 
the UMC, which is co-chaired by the CSoC Unit Medical Director. Of the seven measures reported, four did not 
show significant change when comparing performance between 2018 and 2019. 
Three elements were identified by the committee as representing opportunities for improvement. Quantitative 
analysis showed a decrease of 8 percentage points for practitioner compliance with the inclusion of signed and 
dated consent forms for medication. Compliance on the TRR item assessing documentation of member 
education regarding medication reasoning, benefits, risks, and side effects fell from 87.8% in 2018 to 80.7% in 
нлмфΣ ŀ ŘŜŎƭƛƴŜ ƻŦ тΦм ǇŜǊŎŜƴǘŀƎŜ ǇƻƛƴǘǎΦ  [ŀǎǘƭȅΣ ǇǊƻǾƛŘŜǊ ŎƻƳǇƭƛŀƴŎŜ ǿƛǘƘ ǘƘŜ ŘƻŎǳƳŜƴǘŀǘƛƻƴ ƻŦ ƳŜƳōŜǊǎΩ 
verbal understanding of medication education declined by 9.2 percentage points from 2018 to 2019. Due to the 
high clinical acuity of the members served, intervention is needed to increase compliance rates. 
 
The UMC discussed barriers to provider compliance. One identified barrier was that, while informed consents 
were completed, they did not include all relevant information and/or were not current. For example, some 
lacked a detailed list of information that could be shared and/or did not include a start and end date. Some 
records evidenced that the member was given information on medications but did not specify that the 
prescriber also provided the reason for the medication and its potential benefits, risks, and side effects. In 
addition, some records did not include the necessary documentation indicating that the member verbalized 
comprehension of the medication education.   
 
The Quality Director identified a confounding variable related to the methodology for provider selection. In 
2019, the QI department modified methodology from random selection to targeted providers who historically 
had lower performance ς i.e., newly contracted providers. Further exploration on how this variable likely 
contributed to the overall network decline in performance is outlined in the Treatment Record Review Section 
of this evaluation. The UMC discussed effectiveness of interventions implement during 2019 and will implement 
additional actions in 2020 to improve activities supporting the appropriate use of psychotropic medications. The 
full description of interventions and recommended actions is as follows:  
 
Interventions  

Á TRR results letters were sent to each participating provider that outlined specific areas of opportunity for their agency 
in writing.   

Á Providers participating in a TRR received the behavior health audit tool indicating how they scored on each monitored 
item 

Á Each provider participated in a verbal exit review in which Magellan staff provided focused feedback and education 
pertaining to specific areas of opportunity. 

Á All providers that scored below the minimum threshold of 80% at either the item or section level were required to 
submit a written performance improvement plan subject to approval by Magellan.     

Á Magellan conducted a provider training which included, but was not limited to, education outlining the parts of a 
medication informed consent and the requirement that providers document this in the record to meet established 
standards.     
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Á Magellan maintains a sample copy of a medication informed consent form on the Magellan of Louisiana website for 
providers to freely access as a source.  Providers were reminded of this document during the provider training, as well 
as in exit reviews upon completion of a TRR.   
 

Recommended Actions for 2020  

Á Continue to provide personalized feedback to all providers that participate in the treatment record review process. 

Á Continue to provide aggregate results of TRRs to all network providers.  

Á Continue use All Provider Calls to remind providers of treatment record requirements. 

Á During pre and post-review calls, continue to remind providers of how to access the information referenced on 
aŀƎŜƭƭŀƴΩǎ ǿŜōǎƛǘŜΦ  

Á Conduct a provider training that solely focuses on the parts of an AUD and how to correctly complete one, so that the 
provider is legally permitted to disclose and receive PHI.   

Á Provide a sample template of an AUD on the Magellan of Louisiana website for providers to freely access. 

Á Improve data collection and integration of pharmacy data through enhanced data exchange between LDH and 
Magellan to increase capacity to monitor clinical practice guidelines for medication management interventions and 
expand oversight and management of members prescribed  psychotropic medications.  

Á Establish minimum standards for coordination of care between Wraparound Agencies and prescribers through the 
high-risk SED/SPMI member initiative (as documented in the subsection above.)  

Coordination of Care ς Provider Termination  

If a provider terminates or is terminated from the Network, to minimize an interruption in care and offer a 
smooth transition, Magellan acts in accordance of the procedure on Provider Contract Termination or Changes. 
If a youth is in active treatment with a terminating provider, the youth is offered a continuation of services with 
that provider for at least ninety calendar days or until the youth is transferred to another in-network provider 
without disruption to care. As soon as Magellan is notified of a provider termination, active assistance is 
provided. Authorization and claims data are used to identify those affected by provider termination. The 
guardian will be contacted by letter and telephone no less than fifteen business days after the receipt of the 
ǘŜǊƳƛƴŀǘƛƻƴ όƻǊ ŀǎ ǎƻƻƴ ŀǎ ǇƻǎǎƛōƭŜ ƛŦ aŀƎŜƭƭŀƴ ƛǎ ƴƻǘƛŦƛŜŘ ƭŜǎǎ ǘƘŀƴ ŦƛŦǘŜŜƴ Řŀȅǎ ǇǊƛƻǊ ǘƻ ǘƘŜ ǇǊƻǾƛŘŜǊΩǎ 
termination date). The provider termination letter is mailed to the family and includes information on how to 
select a new provider.  Wraparound Coordinators outreach via telephone for a total of three attempts. If 
ǘŜƭŜǇƘƻƴŜ ŎƻƴǘŀŎǘ ƛǎ ƳŀŘŜ ǿƛǘƘ ǘƘŜ ȅƻǳǘƘΩǎ ƎǳŀǊŘƛŀƴΣ ǘƘŜȅ ǿƛƭƭ ǊŜŎŜƛǾŜ ƛƴŘƛǾƛŘǳŀƭƛȊŜŘ ŀǎǎƛǎǘŀƴce on selecting a 
new provider. If the guardian chooses to select a new provider over the phone, they will be warm transferred to 
a Care Manager for immediate authorization and the Wraparound Agency (WAA) will be notified. The guardian 
may instead choose tƻ Ŏƻƴǎǳƭǘ ǿƛǘƘ ǘƘŜ ȅƻǳǘƘΩǎ /ƘƛƭŘ ŀƴŘ CŀƳƛƭȅ ¢ŜŀƳΦ ¢ƘŜ ²!! ǿƛƭƭ ōŜ ƴƻǘƛŦƛŜŘ ƻŦ ǘƘƛǎ ŎƘƻƛŎŜ 
by the guardian and authorizations will be issued when an updated Plan of Care is received.   Wraparound 
Agencies may request expedited transition authorizations telephonically or by email prior to the next Child and 
Family Team meeting to ensure no gaps in care. 
 

Outreach to Families when Providers Leave the Network 

Month  
Number of Affected 

Members 
Number of Timely 

Notices  
Rate of Timely 

Notice  

November 2018 0 N/A N/A 

December 2018 0 N/A N/A 

January 2019 0 N/A N/A 

February 2019 0 N/A N/A 
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Month  
Number of Affected 

Members 
Number of Timely 

Notices  
Rate of Timely 

Notice  

March 2019 0 N/A N/A 

April 2019 53 53 100% 

May 2019 0 N/A N/A 

June 2019 17 17 100% 

July 2019 41 41 100% 

August 2019 5 5 100% 

September 2019 0 N/A N/A 

October 2019 13 13 100% 

November 2019 0 N/A N/A 

December 2019 0 N/A N/A 

Total  129 129 100%  

 

Youth enrolled in CSoC do not have benefit limits. All services for youth enrolled are individualized and 
ŀǳǘƘƻǊƛȊŜŘ ōŀǎŜŘ ƻƴ ǘƘŜ ȅƻǳǘƘΩǎ tƭŀƴ ƻŦ /ŀǊŜ ŎǊŜŀǘŜŘ ōȅ ǘƘŜƛǊ /ƘƛƭŘ ŀƴŘ CŀƳƛƭȅ ¢ŜŀƳΦ aŀƎŜƭƭŀƴ ŀǎǎƛǎǘǎ ȅƻǳǘƘ 
who are transitioning from pediatric to adult care in several ways including but not limited to;  assisting with 
warm transfer to their Healthy Louisiana Plan for linkage and continued coordination to adult services by a 
dedicated staff person, Health Plan Liaison (in consultation with Medical Director and Clinical Director), 
Ŏƻƴǘƛƴǳƻǳǎ ƳƻƴƛǘƻǊƛƴƎ ŀƴŘ ǊŜǾƛŜǿƛƴƎ ǘƘŜ ǘǊŀƴǎƛǘƛƻƴ ǘƻ ŀŘǳƭǘƘƻƻŘ Ǉƭŀƴ ƻƴ ȅƻǳǘƘΩǎ ƛƴŘƛǾƛŘǳŀƭƛȊŜŘ tƭŀƴ ƻŦ /ŀǊŜΣ 
and monitoring transition aged youth for Medicaid expansion.  Detailed procedures are as follows:  

Á Youth who are discharging from CSoC because they are aging out, will receive a warm transfer back to their Healthy 
Louisiana Plan for a transition to appropriate adult services. Their Healthy Louisiana Plan will be notified the reason for 
ŘƛǎŎƘŀǊƎŜ ŀƴŘ ǘƘŜ ȅƻǳǘƘΩǎ ŘƛǎŎƘŀǊƎŜ POC and CANS will be shared with their Healthy Louisiana Plan. From November 1, 
2018 to December 31, 2019 twenty-two youth were transferred to their Healthy Louisiana Plan that were either age 
twenty-one or approaching age twenty-one.  

Á Beginning at age fifteen and continuing until the youth approaches twenty-ƻƴŜ ŀƴŘ ŀƎŜǎ ƻǳǘ ƻŦ /{ƻ/Σ ǘƘŜ ȅƻǳǘƘΩǎ 
individualized Plan of Care will include a transition to adulthood plan. This plan will include services identified through 
the Child and Family Team process to aid in transition to adulthood. The transition to adulthood plan is reviewed by a 
licensed Care Manager using the Plan of Care Review Tool.  

Á Youth approaching adulthood are monitored for Medicaid Expansion at both the time of referral and during CSoC 
enrollment. The Medicaid Expansion Eligibility Workflow is followed.  

 If youth is receiving Medicaid Expansion at time of referral, a 30-day presumptive authorization is given. The 
youth remains ineligible during the presumptive period, unless clinical eligibility at 1915c waiver on the initial 
CANS is met. If a youth is clinically eligible, then Magellan completes an NOA authorization and a letter is sent to 
the guardian and WAA notifying that the youth is eligible for CSoC services for 180 days from the time of referral 
(the youth will receive a reassessment CANS every 180 days to determine if eligibility will be maintained). If youth 
is not clinically eligible for a 1915c waiver, then Magellan sends a letter to the youth/guardian and WAA notifying 
that the youth is not eligible for CSoC services. Magellan notifies the WAA that youth should be discharged and 
ǿŀǊƳ ǘǊŀƴǎŦŜǊ ǘƻ ǘƘŜ ȅƻǳǘƘΩǎ IŜŀƭǘƘȅ [ƻǳƛsiana Plan will ensue.  

 During CSOC enrollment, Magellan monitors a monthly report for Medicaid Expansion. If the youth meets clinical 
eligibility for a 1915c waiver, Magellan follows the Medicaid Expansion workflow and then notifies the WAA that 
the youth have been certified as Medicaid Expansion and nothing more is needed. If they are 1915b3, then per 
state guidance, Magellan notifies the WAA that youth would need to be discharged as they cannot be certified as 
Medicaid Expansion and enrolled in the CSoC program as 1915b3 waiver. The youth would discharge, and a warm 
transfer to their Healthy Louisiana Plan will follow to include a transition to adult services if applicable.  
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Á Louisiana Medicaid retains the ultimate authority in determining eligibility.  When a member loses Medicaid eligibility, 
after working with the state Medicaid agency and the Wraparound Agency to exhaust all avenues of retaining 
eligibility, the member is disenrolled from the CSoC program.  Magellan and the WAA work together to connect the 
member with treatment providers who provide low or no cost services such as Federally Qualified Health Centers, 
Rural Health Centers, and Local Governing Entities in their area and assist with obtaining appointments when 
necessary. 

 

Barriers Identified 

Á Medicaid eligibility requirements for young people aged 19 and over are more restrictive than for minors. 

Á The enhanced clinical eligibility requirements for Medicaid Expansion youth may lead to a youth being disenrolled from 
the program before they have been able to complete the intervention. 

 

Interventions 

Á Magellan closely monitors eligibility, especially as youth near adulthood to ensure the Wraparound Agencies and 
families are adequately prepared for transitions that may be required. 

Á Magellan reviews transition to adulthood plans within Plans of Care for each youth aged 15 and over to ensure they are 
prepared for adulthood. 

 

Recommendations for 2020 

Á Improve individualization of transition to adulthood plans within Plans of Care. 

Á Continue to carefully monitor eligibility and engage Wraparound Agencies in pre-planning for the possibility of youth 
transitioning out of the program sooner than expected. 

Continuity and Coordination between Behavioral Healthcare and Medical Care 

aŀƎŜƭƭŀƴΩǎ //h9 ŎƻƭƭŀōƻǊŀǘŜǎ ǿƛǘƘ ƛǘǎ ƘŜŀƭǘƘ Ǉƭŀƴ ǇŀǊǘƴŜǊs to monitor and improve coordination between 
behavioral healthcare and medical care, including exchange of information between medical and behavioral 
providers; appropriate diagnosis, treatment and referral of behavioral health disorders commonly seen in 
primary care; appropriate use of psychopharmacological medications; management of treatment access and 
follow-up for members with coexisting medical and behavioral disorders, and addressing the special needs of 
members with severe and persistent mental illness.   

Provider and Wraparound Agency Coordination with Primary Care Physicians 

Magellan network provider requirements include coordination of care with member Primary Care Physicians 
(PCPs), and treatment record reviews are conducted on a quarterly basis to monitor progress performance in 
this area.  Additionally, coordination of care, including communication between behavioral health providers and 
PCP providers, is a component of the behavioral health treatment record review process.  Magellan also includes 
questions related to coordination of care activities in its annual Provider Satisfaction and Patient Safety surveys.  
Analysis of the Treatment Record Review (TRR), Provider Satisfaction, Wraparound Audits, and Patient Safety 
Activities survey may be found in other sections of this evaluation.  
 
 
 



CSoC Unit 
Quality Improvement ς Clinical Management Program Evaluation 

01/01/2019ҍ12/31/2019 
 

CSoC Unit QIC Approval Date ˪  03/19/2020  

Confidential, Proprietary and Trade Secret Information.                                                                                                                                          Page 106 | 193 

Key Treatment Record Review Findings 07/01/2019 ς 12/31/2019 

Element 
# of 

Compliant 
Elements 

Total # of 
Elements 
Reviewed 

Percent 

5B - Evidence of provider request of consumer for authorization 
for PCP/Pediatrician communication or refusal documented.  

26 58 44.83% 

 

Key Wraparound Audit Findings 

  2018 2019 

Element 
# of 

Compliant 
Elements 

Total # of 
Elements 
Reviewed 

Percent 
# of 

Compliant 
Elements 

Total # of 
Elements 
Reviewed 

Percent 

1C - Evidence of provider request of consumer 
for authorization for PCP communication. 

385 394 97.72% 379 388 97.68% 

2C - PCP communication after initial 
assessment/evaluation. 

393 393 100.00% 364 388 93.81% 

3C - Evidence of PCP communication at other 
significant points in treatment. 

61 75 81.33% 104 105 99.05% 

4C - Treatment Record reflects continuity and 
coordination of care between primary 

behavioral health clinician and psychiatrist, 
treatment programs/institutions, other 

behavioral health providers and ancillary 
providers. 

367 390 94.10% 362.5 388 93.43% 

 
Wraparound Agencies met the standards for coordination with PCPs and other providers in 2019, with 
significant improvement in communicating with PCPs at significant points in treatment and a small decrease in 
communicating with PCPs after the initial assessment and evaluation when compared with 2018.  Network 
provider performance in requesting authorization for PCP communication did not meet the 80% minimum 
performance threshold by scoring 44.83%.      

 
Barriers Identified 
Á While most providers were aware of the need to collect informed consents and the importance of obtaining 

Authorizations to Use or Disclose (AUD) protected HIPPA information, Magellan found that some providers did not 
routinely obtain these releases at intake.  Instead, their process was to collect one as/if needed, i.e., either at the 
ƳŜƳōŜǊΩǎ ǊŜǉǳŜǎǘ ƻǊ ŀǎ ǘǊŜŀǘƳŜƴǘ ȅƛŜƭŘŜŘ ǘƘŜ ǇǊƻǾƛŘŜǊ ǘƻ Řƻ ǎƻΦ      

Á Other providers did have a standardized process in place to collect AUDs but did not have a process in place to ensure 
all the necessary components of the AUD were completed entirely.  In these cases, records contained an AUD that was 
either signed and not dated or did not have an identified entity to obtain/release information to/from on behalf of the 
member.  Records that contained incomplete AUDs caused elements in this section to be scored unmet.   

Á Some providers were unclear about the HIPPA regulations and, though they may have attempted to collect an AUD, it 
ǿŀǎ ƴƻǘŜŘ ǘƘŜ ǇǊƻǾƛŘŜǊΩǎ ŦƻǊƳ ǿŀǎ ƛƴǾŀƭƛŘ ōŜŎŀǳǎŜ ǘƘŜ ǊŜǉǳŜǎǘ ǿŀǎ ƻōǘŀƛƴŜŘ ƻƴ ŀ Ŧorm that did not meet state/federal 
guidelines to receive and disclose authorized Protected Health Information (PHI).   

 
Interventions 
Á Each provider and WAA receive a detailed results letter outlining the results of their review and scores for each section. 

Á If the provider or WAA scores below the minimum threshold, they are required to submit a written corrective action 
plan to be approved by Magellan and feedback is provided as needed. 
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Á Each provider has a designated Network Management Specialist and each WAA has a Wraparound Coordinator who is 
available to provide on-site and telephonic technical assistance and training. 

 
Recommendations for 2020 
Á Update new provider orientation to emphasize the care coordination responsibilities of providers. 

Á Foster connections among providers, Network Management Specialists, MCO Liaison and MCOs when barriers to care 
coordination with PCPs, behavioral health providers, and medical providers are identified. 

Magellan Coordination with Primary Care Physicians 

aŀƎŜƭƭŀƴ Ƙŀǎ ǇǊƻŎŜǎǎŜǎ ǘƻ ƛƳǇǊƻǾŜ ŎƻƻǊŘƛƴŀǘƛƻƴ ŀƴŘ ŎƻƳƳǳƴƛŎŀǘƛƻƴ ǿƛǘƘ ŀ ȅƻǳǘƘΩǎ t/t: 
 
Á At the time of initial referral, if the caller indicates that the youth does not have a PCP, after the call is complete, the 

referral form is sent back to the youǘƘΩǎ IŜŀƭǘƘȅ [ƻǳƛǎƛŀƴŀ tƭŀƴ ŦƻǊ ǘƘŜƛǊ ŀǎǎƛǎǘŀƴŎŜ ǘƻ ƻǳǘǊŜŀŎƘ ŀƴŘ ŀǎǎƛǎǘ ǘƘŜ ŦŀƳƛƭȅ ƛƴ 
locating one.  

Á At each POC review, a Magellan Care Manager uses the POC review tool to asses if a youth has a PCP and if health 
needs are met. If there is not an identifiŜŘ t/t ƻƴ ŀ ȅƻǳǘƘΩǎ tƭŀƴ ƻŦ /ŀǊŜΣ ŀ /ŀǊŜ aŀƴŀƎŜǊ ǿƛƭƭ ƻǳǘǊŜŀŎƘ ǘƻ ǘƘŜ ²!! ŀƴŘ 
Magellan will work with the WAA and Healthy Louisiana plan to assist the family in choosing a PCP.   

Á Magellan and WAA staff ask families directly at various times during enrollment to complete a release of information 
for their PCP.   

 
Barriers Identified  
Á Magellan does not have a formal, contractual relationship with PCPs, leading to difficulties in communication. 

Á Magellan depends on Wraparound Agencies to engage PCPs in their communities. 

 

Interventions 
Á Magellan verbally requests permission from families to coordinate with PCPs. 

Á Magellan coordinates directly with MCOs to ensure members have PCPs. 

 
Recommendations for 2020 

Á Magellan will include a release of information specifically for PCP coordination with the CSoC Freedom of Choice form 
that is completed at enrollment in the program.  Families will not be required to complete release of information form, 
but it will be included in the initial discussion of CSoC and will (if completed) be submitted to Magellan to be included 
in the member record. 
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Treatment Record Reviews 
The treatment record review (TRR) process is a key quality activity to collect data on the quality of services 
delivered by providers. It is a process in which documentation and record keeping processes are reviewed to 
ensure compliance with quality standards and federal/state guidelines. Treatment record reviews are conducted 
to: 

Á Collect data for the evaluation of quality of care delivered to Magellan members by providers; 

Á Provide feedback to providers on documentation standards for ongoing education; 

Á Monitor provider compliance with Magellan clinical practice guidelines (CPGs); 

Á Monitor provider compliance with Medicaid waiver assurance performance measures; 

Á Verify that treatment record keeping practices meet Magellan standards; 

Á Investigate quality concerns and reported deficiencies of providers which may indicate that a provider does not meet 
Magellan standards; 

Á Investigate grievances related to the clinical or administrative practices of providers, as determined on a case-by-case 
basis; 

Á Meet specific requirements of customer organizations; and 

Á Meet requirements of various accreditation standards that are applied to Magellan. 

 
As cited above, Magellan monitors compliance with requirements and standards referenced in our provider 
ƘŀƴŘōƻƻƪΣ [ƻǳƛǎƛŀƴŀΩǎ ǇǊƻǾƛŘŜǊ ƘŀƴŘōƻƻƪ ǎǳǇǇƭŜƳŜƴǘ ŀƴŘ ǘƘŜ [5I .ŜƘŀǾƛƻǊŀƭ IŜŀƭǘƘ {ŜǊǾƛŎŜǎ tǊƻǾƛŘŜǊ ƳŀƴǳŀƭΦ 
Magellan structures its monitoring strategy to ensure that the unique characteristics of each provider type are 
ǎǇŜŎƛŦƛŎŀƭƭȅ ŀŘŘǊŜǎǎŜŘ ŀƴŘ ƳƻƴƛǘƻǊŜŘ ŀǎ ŀǇǇǊƻǇǊƛŀǘŜΦ aŀƎŜƭƭŀƴΩǎ ǘǊŜŀǘƳŜƴǘ ǊŜŎƻǊŘ ǊŜǾƛŜǿ Ǉƭŀƴ ƛƴŎƭǳŘŜǎΥ 

Á Standard TRRs and CPG Reviews 

Á Family Support Organization (FSO) Reviews 

Á Wraparound Agency (WAA) Reviews 

 
All TRR results are reviewed by the Louisiana CSoC Utilization Management Committee (UMC) and the Regional 
Network Credentialing Committee (RNCC) for the purpose of identifying opportunities for improvement in 
individual provider and overall network treatment record documentation and adherence to clinical practice 
guidelines. Results of individual practitioner/provider treatment record reviews are also reviewed by the RNCC 
and/or local Chief Medical Officer prior to making decisions about credentialing, re-credentialing, corrective or 
ŘƛǎŎƛǇƭƛƴŀǊȅ ŀŎǘƛƻƴΣ ƻǊ ǘŜǊƳƛƴŀǘƛƻƴ ŦǊƻƳ aŀƎŜƭƭŀƴΩǎ ǇǊƻǾƛŘŜǊ ƴŜǘǿƻǊƪΦ 

Standard Treatment Record Reviews 

The Standard TRR audit tool addresses the following areas:  

Á Quality of care consistent with professionally recognized standards of practice;  

Á Adherence to clinical practice guidelines, as applicable;  

Á Member rights and confidentiality, including advance directives and informed consent; 

Á Cultural competency; 

Á Patient safety; 

Á Compliance with record keeping practices; 
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Á Compliance with adverse incident reporting requirements; 

Á Appropriate use of restraints and seclusion, if applicable; 

Á Treatment planning components, including criteria to determine if the treatment plan includes evidence of 
implementation as reflected in progress notes and evidence that the member is either making progress toward 
meeting goals/objectives or there is evidence the treatment has been revised/updated to meet the changing needs of 
the member; and 

Á Continuity and coordination of care, including adequate discharge planning. 

Sampling Methodology 

Magellan started a new contract with LDH as the CSoC Contractor effective 11/01/2018.  As part of the 
implementation plan, Magellan evaluated TRR policies and procedures against new contract requirements and 
previous audit results conducted between 12/01/2015 ς 10/31/2018.   

 
 
 
 
 
 
 
 
Qualitative and quantitative analysis of the Medicaid/LDH licensing rules and previous audits conducted during 
the prior contracted years, identified the following trends: 

Á Rendering providers that were contracted with Magellan for periods greater than two years showed consistent high 
performance and quality documentation/record keeping practices. 

Á Providers contracted by Magellan to provide clinical services were also contracted with one or more of the MCOs to 
serve Medicaid members.  Providers who were contracted with Magellan only for non-clinical, waiver support services 
(i.e., Short-term Respite and Independent Living Skills Building) showed higher rates of reported grievances and quality 
of care concerns. 

Á Random selection sampling methodology provides 

 
!ǎ ŀ ǊŜǎǳƭǘ ƻŦ aŀƎŜƭƭŀƴΩǎ ŀƴŀƭȅǎƛǎΣ ǘƘŜǊŜ ǿŜǊŜ ƴƻǘŀōƭŜ ŎƘŀƴƎŜǎ ƛƴ ƻǳǊ ǇǊƻǾƛŘŜǊ ŀƴŘ ƳŜƳōŜǊ ǎŀƳǇƭƛƴƎ 
methodology. Procedural changes included:  

Á All newly contracted providers with Magellan would be audited within 6 months of contract start date regardless of 
number of members served.  

Á Providers who exclusively provide non-clinical, waiver support services (i.e., Short-term Respite and Independent Living 
Skills Building) would be selected for review annually.  

 

Magellan established a sample target of 385 records for annual review to ensure a confidence level of 95%, with 
a confidence interval of plus or minus 5%. This total number was to include Standard TRRs and FSO reviews.  To 
better shape documentation practices of newly contracted and non-clinical providers, Magellan targeted sample 
selection to these providers where possible.   

Scoring and Intervention Guidelines 

The clinical reviewer determines the level of follow up required based on the final score using the guide listed in 
the table below. The clinical reviewer can require provider corrective action plans for any item and/or section as 

Year 
Total Number 
of Providers 
Reviewed 

Number of 
Complaint 
Elements  

Total 
Elements 
Reviewed 

Compliance Rate 

2016 32 3837.5 4042 94.94% 

2017 24 2775 3045 91.15% 

2018 33 3758 4279 87.84% 
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clinically determined.  Magellan sets a minimum performance threshold of 80% compliance rate.  Remedial 
actions are outlined in the following table.   
 

TRR Remedial Actions 
Score Remedial Action 

80% - 100% 
Minimal Documentation Issues: No formal follow-up activity required; provider is 
requested to incorporate recommendations from the feedback report as a means to 
improve documentation practices. 

70% - 79% 

Moderate Documentation Issues: Provider is required to submit an informal 
Performance Improvement Plan (PIP), including but not limited to, a plan to remedy 
documentation deficiencies identified.  The PIP is required to be submitted within thirty 
(30) days of the date of the results letter. Review and approval of the PIP by Magellan is 
required.   

69% - below 

Serious Documentation Issues: Provider is required to submit a formal PIP including but 
not limited to, a plan to remedy documentation deficiencies identified.  The PIP is 
required to be submitted within thirty (30) days of the date of the results letter. Review 
and approval of the PIP by Magellan is required.  Additionally, a follow-up review is 
conducted within in six (6) months to evaluate effectiveness of interventions and to 
further intervene if improvements are not observed. 

 

Results and Analysis  
Magellan audited a total of 217 records from 81 unique providers between 1/1/2019 ς 12/31/2019.  However, 
ŘǳŜ ǘƻ ǎǳōǎǘŀƴǘƛŀƭ ŎƘŀƴƎŜǎ ƛƴ aŀƎŜƭƭŀƴΩǎ ōŜƘŀǾƛƻǊŀƭ ƘŜŀƭǘƘ ŀǳŘƛǘƛƴƎ ǘƻƻƭ ŀƴŘ ǎŀƳǇƭŜ ǇƻƻƭΣ ǘƘŜ ǘŀōƭŜ ǎƘƻǿǎ 
provider performance scores from 7/1/2019 ς 12/31/2019 containing results from 74 records reviewed from 28 
unique providers.  Due to substantive changes made in the selection process there is no comparative sample to 
2018 data.     

TRR ς Magellan Behavioral Health Tool ς Section Scores 7/1/2019 ς 12/31/2019 

Section 
# of 

Compliant 
Elements 

Total # of 
Elements 
Reviewed 

Compliance 
Rate 

A - General 330 370 89.19% 

B - Member Rights and Confidentiality 210 342 61.40% 

C - Initial Evaluation 584 754 77.45% 

D - Individualized Treatment Plan 178 216 82.41% 

E - Ongoing Treatment 656 722 90.86% 

F - Medication Management 82 115 71.30% 

Total Score 2040 2519 80.98% 

 
Despite Magellan changing the sampling methodology to one that was more focused, the overall combined 
aggregate performance results yielded a score of 80.98%, exceeding the performance goal of 80% by .98 
percentage points.  The table above reveals three (3) out of six (6) sections scored above compliance goals as 
well, while the other 3 sections (Member Rights and Responsibilities, Initial Evaluation, and Medication 
Management) fell below the performance threshold.     
 
TRRs provide a direct mechanism to educate providers on documentation requirements and clinical practice 
guidelines, especially for newly contracted providers.  At the initiation of an audit, providers receive a refresher 
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training of the review criteria and are educated on how to locate any source documents.  At the conclusion of 
the audit, Magellan provides the member-level detail and rationale for scoring to support barrier analysis and 
intervention development. Providers are also offered ongoing technical assistance if needed and shown how to 
access training/educational materials located on the Magellan of Louisiana website.   
 
After completing a root cause analysis of provider non-compliance, including a review of treatment records, 
interviews with providers and internal brainstorming sessions, as Magellan deduced it was determined newly 
contracted providers with Magellan (i.e., within 6 months of the start of the quarter) who participated in their 
first TRR, have the most opportunity for improvement.  Seeing this, it was found though new providers may also 
ōŜ ŎƻƴǘǊŀŎǘŜŘ ōȅ ƻǘƘŜǊ a/hΩǎΣ Ƴŀƴȅ ǘƛƳŜǎ aŀƎŜƭƭŀƴ ƛǎ ǘƘŜ ŦƛǊǎǘ ƳŀƴŀƎŜŘ ŎŀǊŜ ŎƻƳǇŀƴȅ ǘƻ ŀǳŘƛǘ ǘƘŜƳΣ ǘƘŜǊŜōȅ 
causing a new provider to lack guidance and shaping that comes from a lengthy stay in any provider network, 
due to opportunities to attend multiple provider trainings, reviewing provider newsletters, and knowledge 
received from an audit process.  It was also concluded new providers were not as familiar with state/federal 
ǊǳƭŜǎ ŀǎ ǿŜƭƭ ŀǎ aŀƎŜƭƭŀƴΩǎ ǎǘŀƴŘŀǊŘ ƻǇŜǊŀǘƛƴƎ ǇǊƻŎŜŘǳǊŜǎ ǿƘƛŎƘ Ŏaused insufficient record keeping practices.     
 
Barriers Identified 

Á While most providers were aware of the need to collect informed consents and the importance of obtaining 
Authorizations to Use or Disclose (AUD) protected HIPPA information, Magellan found that some providers did not 
routinely obtain these releases at intake.  Instead, their process was to collect one as/if needed, i.e., either at the 
ƳŜƳōŜǊΩǎ ǊŜǉǳŜǎǘ ƻǊ ŀǎ ǘǊŜŀǘƳŜƴǘ ȅƛŜƭŘŜŘ ǘƘŜ ǇǊƻǾƛŘŜǊ ǘƻ Řƻ ǎƻΦ       

Á Other providers did have a standardized process in place to collect AUDs but did not have a process in place to ensure 
all the necessary components of the AUD were completed entirely.  In these cases, records contained an AUD that was 
either signed and not dated or did not have an identified entity to obtain/release information to/from on behalf of the 
member.  Records that contained incomplete AUDs caused elements in this section to be scored unmet.   

Á Some providers were unclear about the HIPPA regulations and, though they may have attempted to collect an AUD, it 
ǿŀǎ ƴƻǘŜŘ ǘƘŜ ǇǊƻǾƛŘŜǊΩǎ ŦƻǊƳ ǿŀǎ ƛƴǾŀƭƛŘ ōŜŎŀǳǎŜ ǘƘŜ ǊŜǉǳŜǎǘ ǿŀǎ ƻōǘŀƛƴŜŘ ƻƴ ŀ ŦƻǊƳ ǘƘŀǘ ŘƛŘ ƴƻǘ ƳŜŜǘ ǎǘŀǘŜκŦŜŘŜǊŀƭ 
guidelines to receive and disclose authorized Protected Health Information (PHI).   

Á Isolated providers reported forgoing their established processes of completing an initial evaluation of the member 
upon intake when the member was receiving CSoC services.  Instead these providers replaced their document with the 
initial evaluation completed by the WAA (IBHA) and believed this process was permitted for adherence to record 
keeping practices.   

Á Lastly, although most providers seemed to understand the importance of collecting a signed consent to treat members 
with medication, isolated providers failed to document delivering information to the member surrounding the specifics 
of the diagnosis and medication to include the medication benefits, risks, or rationale for med selection.  Those 
providers admitted to delivering this information verbally but failed to document this in writing along with 
ŘƻŎǳƳŜƴǘƛƴƎ ǘƘŜ ƳŜƳōŜǊΩǎ ǾŜǊōŀƭƛȊŀǘƛƻƴ ƻŦ ǳƴŘŜǊǎǘŀƴŘƛƴƎ.  Most providers were unaware that this could readily be 
collected on a form in an attempt to effortlessly maintain compliance with these standards, rather than outlining the 
aforementioned items on a written or typed progress note.     

 
Interventions  

Á TRR results letters were sent to each provider who participated in a treatment record review that outlined specific 
areas of opportunity for their agency in writing.   

Á Providers participating in a TRR received the behavior health audit tool indicating how they scored on each item 
monitored   

Á Each provider participated in an exit review where education was verbally delivered pertaining to their specific areas of 
opportunity and the provider was delivered more focused feedback. 
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Á All providers who scored below the minimum threshold of 80% at the item level or section score were required to 
submit a written performance improvement plan which was subject to approval by Magellan.     

Á Magellan conducted a provider training which included but was not limited to, education outlining the parts of a 
medication informed consent and the necessity of providers documenting this in the record to meet documentation 
standards.     

Á Magellan maintains a sample copy of a medication informed consent form on the Magellan of Louisiana website for 
providers to freely use and/or access as a source.  Providers were reminded about this document during the provider 
training as well as in exit reviews upon completion of a TRR.   

Á Provider training also included information on obtaining authorizations to use and disclose (AUD) HIPPA protected 
information.  Providers received guidance on the legal benefits of acquiring this document as well as the importance in 
treatment to coordinate care.   

Á Lastly the training, informed providers of record keeping practices, highlighting the parts of an initial assessment, 
detailing the importance of providers completing their own assessment process and refraining from replacing their 
ŀǎǎŜǎǎƳŜƴǘ ŘƻŎǳƳŜƴǘ ǿƛǘƘ ǘƘŜ ²!!Ωǎ L.I!Φ  The training was recorded and posted ǘƻ ǘƘŜ aŀƎŜƭƭŀƴ ƻŦ [ƻǳƛǎƛŀƴŀΩǎ 
website for all providers to review and use as a reference for their future/ongoing internal training needs. 

 
Recommendations for 2020  

Á Continue to provide personalized feedback to all providers who participate in the treatment record review process. 

Á Continue to provide aggregate results of TRRs to all network providers.  

Á Continue to remind providers on treatment record requirements via ALL Provider Calls as well as remind them of where 
they can find the information referenceŘ ƻƴ aŀƎŜƭƭŀƴΩǎ ǿŜōǎƛǘŜ ŘǳǊƛƴƎ ƛƴƛǘƛŀƭ Ŏŀƭƭǎ ǘƻ ǇǊƻǾƛŘŜǊǎ ǇǊŜ ŀƴŘ Ǉƻǎǘ ǊŜǾƛŜǿΦ   

Á Continue to outreach to providers at the beginning of the treatment record review process to help answer questions 
and provide information about the review.   

Á When speaking to providers at the beginning of the treatment record review process, emphasize the standards relating 
to member rights and confidentiality and medication management.    

Á Conduct a provider training that solely focuses on the parts of an AUD and how to correctly complete one, so that the 
provider is legally permitted to disclose and receive PHI.   

Á Provide a sample template of an AUD on the Magellan of Louisiana website for providers to freely access. 

Á /ƻƭƭŀōƻǊŀǘŜ ǿƛǘƘ aŀƎŜƭƭŀƴΩǎ bŜǘǿƻǊƪ ŘŜǇŀǊǘƳŜƴǘ ǎƻ ǘƘŀǘ ǘƘŜ vuality Improvement (QI) department is notified once a 
newly contracted provider has been identified.   

Á Revise provider orientation to include an enhanced training on quality initiatives and documentation requirements. QI 
representative will conduct trainings tele/video conference new providers within 60 days of the date of contract with 
Magellan.  

Á Offer new provider to participate in an informal treatment record review of one (1) record within 60 calendar days of 
contract start date allowing providers to receive an assessment of including but not limited to; their 
policies/procedures for documentation and record keeping practices, and feedback regarding their strengths as well as 
opportunities for improvement.  Magellan will offer technical assistance at this time, if needed.   

 

CSoC Coordination of Care Module  

In Q2 2019 Magellan began implementing an additional auditing tool when completing provider reviews known 
as the Coordinated System of Care (CSoC) Addendum.  The module is scored in addition to the standard TRR tool 
and assesses the level of care coordination activities and document sharing completed by the WAAs. The intent 
of the module is to collect ongoing data across the provider network and to increase the scope and scale of 
monitoring activities between network providers including the FSO and regional WAAs.   

CC 01, Element A, Factors 1 & 2 
CC 01, Element B, Factor 1 
CC 01, Element C, Factor 1 
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Historically Magellan monitored for the collection of the IBHA and POC in provider records and reported results 
inclusive with standard TRR scores.  Magellan found the collection of these items were in provider records under 
80% of the time, identifying a need for improvement in this area.  When exploring barriers, Magellan found that 
the responsibility for non-compliance was often directed to the other party (the WAA or the provider).  
Magellan discovered this created group thinking (i.e., us vs. them mentality) between the provider types, which 
is counterproductive to building and supporting a hospitable system.   
 
Seeing how vital documentation sharing and coordination of care is to the CSoC member and the wraparound 
process, Magellan separated the items from the standard review tool and added monitoring for elements which 
are exclusive only to CSoC member.  The table below reveals item details for the CSoC module including 
behavioral health provider aggregate performance scores from 2019.   

 
CSoC Module Network Provider Results 

 
The provider overall compliance score for the CSoC module was 32.02%, with 340 of 1062 elements meeting 
compliance.  Not shown in the table above is the FSO overall compliance rate of 40.65%, with 63 of 155 
elements compliant.  Initial observations of results indicated waiver providers showed slightly higher compliance 
with measures than formal behavioral health providers; however, it is evident there was low compliance for all 
elements across the network.  

 
Barriers 

Á Reports from providers during exit reviews generated most commonly reported reason for not having WAA documents 
was because the WAA did not send them even when prompted to do so. 

Á As a result of providers being new, they were unaware of all the core documents which are exclusive to the CSoC 
member and the particulars surrounding the coordination of care in the wraparound process. 

Á Those providers which were well oriented with the wraparound process identified some Wraparound Facilitators (WF) 
were more consistent than others with sending wraparound core documents.  

Á Providers did not have a single point of entry for WF to send core documents to. 

 

Elements 
# of 

Compliant 
Elements 

Total # of 
Elements 
Reviewed 

Percent 

1A - Record includes current eligibility Independent Behavioral Health 
Assessment (IBHA). 

48 174 27.59% 

2A - Record includes most recent eligibility Plan of Care (POC). 68 167 40.72% 

3A - Record includes most recent updated POC. 64 175 36.57% 

4A - Record includes most recent CANS assessment. 28 99 28.28% 

1B - Record shows documentation of notification of CFT meeting from 
Wraparound Agencies (WAA). 

53 176 30.11% 

2B - Record shows documentation of participation in CFT meeting. 79 175 45.14% 

3B - If question 2B is no, record shows progress update given 
telephonically or electronically prior to CFT. 

0 96 0% 

Total 340 1062 32.02% 
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Interventions  

Á Magellan removed monitoring for CSoC document elements from the standard TRR tool and created a separate scoring 
tool for assessing WAA coordination activities  

Á Results letters were sent to each provider who participated in a treatment record review which outlined documents 
exclusive to the CSoC member and how they relate to the wraparound process.   

Á Provider Strengths and areas of opportunity relating to the CSoC measures were detailed in the letter as well. 

Á Providers participating in a TRR received the CSoC addendum audit tool indicating how they scored on each item 
monitored in the CSoC tool. 

Á Each provider participated in an exit review where education was verbally delivered surrounding the wraparound 
process and technical assistance was offered at that time  

Á The TRR training referenced in the Standard TRR section included education on wraparound core documents and how 
formal providers and the WAAs are to share responsibility in coordinating care for CSoC members.   

 

Recommendations for 2020  

Á Continue to monitor network coordination and document sharing through multiple review activities.   

Á Complete new provider training highlighting the importance of obtaining CSoC core documents. 

Á Continue sending providers detailed results letters at the conclusion of a review explaining areas of opportunity  

Á Continue delivering verbal education to providers during exit reviews explaining the essence of CSoC core documents 
and the wraparound process in addition to discussing deficiencies.  

Á Revise provider orientation to include an enhanced training on CSoC-specific documentation requirements. QI 
representative will conduct trainings tele/video conference new providers within 60 days of the date of contract with 
Magellan.  

Wraparound Agency Monitoring Reviews  

The CSoC waiver authority requires the Contractor to have systems in place to measure and improve its 
performance in meeting the waiver requirements. The record review of WAAs is a data source for multiple CSoC 
waiver performance measures such as Level of Care, Service Plans/Plan of Care, Home and Community-Based 
Setting, and Participant Health and Welfare. Magellan also monitors other documentation requirements that 
support contract requirements and quality initiatives through this process.  

Review Criteria  

The WAA record review tool addresses the following areas:  
 
Á Member rights and confidentiality, including advance directives and informed consent; 

Á Coordination of care with PCP and behavioral health providers; 

Á Home and Community Based Setting Rule; 

Á Waiver assurances; 

Á Compliance with the Louisiana CSoC Standard Operating Procedure manual; 

Á Adherence to standards of best practices in wraparound; 

Á Compliance with record keeping practices; 

Á Compliance with adverse incident reporting requirements; 

Á Plan of Care components, including criteria to determine if the POC includes adherence to waiver assurances, evidence 
of implementation as reflected in progress notes, and evidence that the member is either making progress toward 
meeting goals/objectives or that there are updates/revisions to meet the changing needs of the member. 
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Sampling Methodology 

Magellan selects a representative member sample from the full population census based on current enrollment. 
Sampling is random and stratified based on regional enrollment data. Exclusions include members audited in the 
previous quarter and members enrolled for less than 31 days. A minimum of 385 member records are reviewed 
per year, which meets criteria for a 95% confidence level and +/- 5% confidence interval. Record reviews are 
conducted onsite for each contracted WAA at a minimum of once per waiver year quarter. 

Scoring and Intervention Guidelines 

When waiver assurance performance measure compliance rates are less than 100% for any measure or 
documentation requirements are below 80% Magellan will require the WAA to submit a corrective action plan 
(CAP), which includes remedial action taken, timeline for when remediation is effectuated, and responsible 
person/unit for addressing remedial activities.  The CSoC Coordinator will then determine the level of follow up 
required for documentation requirement elements based on the item score using the guide listed below. CSoC 
Coordinator can require WAA corrective action plans for any item and/or section as clinically determined.  WAA 
remedial actions are described in the following table.  

 
WAA Remedial Actions 

Score Remedial Actions 

80%-100% 
Minimal Documentation Issues: No formal follow-up activity required; WAA is requested 
to incorporate recommendations from the feedback report as a means to improve 
documentation practices. 

79% and below 

Moderate/Serious Documentation Issues: WAA is required to submit a formal CAP 
(corrective action plan), including but not limited to, a plan to remedy documentation 
deficiencies noted.  All CAPs must be received within thirty (30) days of the date of the 
results letter. Review and approval of the CAP by Magellan is required.  Magellan will 
follow up on the CAP progress at the next scheduled quarterly review. 

Results and Analysis   

Magellan exceeded the sample size goal by reviewing a total of 394 records in 2018 and 388 records in 2019 
across the nine (9) regional WAAs statewide. 

 
WAA Tool ς Element Scores 

 2018 2019 

Element 
# of 

Compliant 
Elements 

Total # of 
Elements 
Reviewed 

Percent 
# of 

Compliant 
Elements 

Total # of 
Elements 
Reviewed 

Percent 

1A - Member Handbook, including rights 
and responsibilities was disseminated to 
member as evidenced by signed Freedom 
of Choice Form. 

394 394 100.0% 388 388 100.0% 

2A - Psych advance directives or refusal 
documented (applicable to adults only). 

7 10 70.00% 17 20 85.00% 

1B - D/C planning/linkage to alternative 
treatment (level of care) leading to D/C 
occurring. 

393 394 99.75% 368 388 94.85% 

RR 01, Element B, Factors 1 & 2 
RR 03, Element A, Factors 11˪3 

 

UM 04, Element E, Factors 13˪ 
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 2018 2019 

Element 
# of 

Compliant 
Elements 

Total # of 
Elements 
Reviewed 

Percent 
# of 

Compliant 
Elements 

Total # of 
Elements 
Reviewed 

Percent 

1C - Evidence of provider request of 
consumer for authorization for PCP 
communication. 

385 394 97.72% 379 388 97.68% 

2C - PCP communication after initial 
assessment/evaluation. 

393 393 100.0% 364 388 93.81% 

3C - Evidence of PCP communication at 
other significant points in treatment. 

61 75 81.33% 104 105 99.05% 

4C - Treatment Record reflects continuity 
and coordination of care between primary 
behavioral health clinician and 
psychiatrist, treatment 
programs/institutions, other behavioral 
health providers and ancillary providers. 

367 390 94.10% 362.5 388 93.43% 

1D - Evidence of timely notification of 
Behavioral Health Providers of CFT 
meeting. 

312 385 81.04% 298.5 376 79.39% 

 
As the table indicates, most sections show the WAAs performance scores exceeded the minimum compliance 
standard goal of 80% and met documentation requirements in both 2018 and 2019.  The aggregate shows one 
(1) item in 2018, Psych advance directives or refusal documented (applicable to adults only), and one (1) item in 
2019, Evidence of timely notification of Behavioral Health Providers of CFT meeting, that fell below the standard 
compliance rate.  Previous interventions by Magellan, including providing Wraparound Agencies with specific 
guidance on expectations on how to meet requirements for advance psychiatric directives, have been effective 
in increasing performance for this measure by 15 percentage points from 2018 to 2019.  However, Evidence of 
timely notification of Behavioral Health Providers of CFT meeting, continues to be an area of focus for 
improvement.  The purpose of this measure is to ensure that CFT meetings include active participation by all 
members of the CFT team to ensure the POC is informed by the most accurate information.  The measure states 
that documentation must include electronic transmission notification of the date/time of the CFT meeting no 
later than seven (7) days prior to the meeting. It also states that if the CFT member is present at the previous 
CFT meeting, during which the next CFT meeting is scheduled and there are no changes to the date/time, then 
the provider signature on the POC is sufficient evidence for this measure.   
 
Barriers  
5ŜǎǇƛǘŜ ǇǊŜǾƛƻǳǎ ŀǘǘŜƳǇǘǎ ǘƻ ƛŘŜƴǘƛŦȅ Ǌƻƻǘ ŎŀǳǎŜǎΣ ǿƘƛŎƘ ƛƴŎƭǳŘŜŘ ŀ ŦǳƴŎǘƛƻƴŀƭ ǊŜǾƛŜǿ ƻŦ ǘƘŜ ²!!ǎΩ ŜƴŘ ǘƻ ŜƴŘ 
procedures and discussion of barriers with both WAAs and providers, the established interventions have not 
yielded consistent statewide performance above the minimum threshold for element 1D.  One of the 
complications in conducting effective barrier analysis has been that compliance involves two independent 
parties ς the WAA who is required to transmit CFT notifications and/or electronically share core treatment 
documents; and conversely, the provider who needs to provide progress updates, attend CFTs and retain 
documents. When exploring solutions, Magellan has found that the responsibility for non-compliance is often 
directed to the other party.   
 
 

 



CSoC Unit 
Quality Improvement ς Clinical Management Program Evaluation 

01/01/2019ҍ12/31/2019 
 

CSoC Unit QIC Approval Date ˪  03/19/2020  

Confidential, Proprietary and Trade Secret Information.                                                                                                                                          Page 117 | 193 

Interventions  

Á After each audit, onsite debriefings were held with WAA leadership to review audit results and immediate feedback 
was provided as well as education on areas where improvement was needed.   

Á Following onsite reviews, the WAAs received a detailed results letter identifying any item that was scored non-
compliant or did not meet the minimum performance threshold.   

Á Corrective action plans were required for measures that scored below the 80% threshold on documentation 
requirements or below the goal of 100% on any waiver compliance standard  

Á Magellan assisted the WAAs with achieving the standard in 1D by implementing standardize protocols for how 
Wraparound Agencies are to notify providers of a CFT meeting.   

Á Magellan held call with WAA which included reviewing requirements within the Standard Operating Procedure 
instructing WAAs how and when to share the core documents with formal providers: IBHA, CANS, POC, Crisis plan and 
FOC. 

Á Magellan distributed a written training alert to advise the WAAs of adhering to these required standards  

Á Magellan Wraparound Coordinators held monthly visits with regional WAAs where verbal reminders were delivered 
concerning adherence to performance measures  

Á Implemented scoring the CSoC module when completing reviews of provider and FSO records. 

Á Magellan presented WAA with coordination of care performance report  

 
Recommendations for 2020  

Á Continue completing audits for the WAA to report adherence to performance measures  

Á Continue providing the WAAs with onsite debriefing to present educations for identified deficiencies in real time   

Á Continue sending WAAs results letters detailing opportunities for improvement and performance measures  

Á Continue monthly visits with WAAs from Wraparound Coordinators to promote compliance to documentation 
standards and waiver requirements  

Á Continue scoring the CSoC module and monitoring performance results separate from the standard TRR scores   

Á Add elements to the WAAs auditing tool to support improved coordination of care between the WAAs and formal 
Behavioral Health Providers; i.e.:  

 Evidence of timely transmission of most recent POC to formal BH providers. 

 Evidence of timely transmission of most recent IBHA to formal BH providers. 

 Evidence of timely transmission of most recent CANS to formal BH providers. 

Á Collaborate with LDH to explore systematic interventions to improve coordination of care activities between network 
providers, the FSO, and the WAAs. 

Family Support Organization  

Family Support Organization (FSO) Treatment Record Reviews are conducted remotely every quarter and 
measure the presence of required elements and standards in behavioral health recoǊŘǎΦ  tǊƛƻǊ ǘƻ ǘƘŜ C{hΩǎ vн 
нлмф ŀǳŘƛǘΣ ŜŀŎƘ ŜƭŜƳŜƴǘ ƛƴ ǘƘŜ ¢ww ǿŀǎ ǊŜǾƛŜǿŜŘ ōȅ aŀƎŜƭƭŀƴΩǎ CŀƳƛƭȅ {ǳǇǇƻǊǘ /ƻƻǊŘƛƴŀǘƻǊ όC{/ύ ŀƴŘ ǘŀƛƭƻǊŜŘ 
to measure FSO-specific quality and contract requirements.  In doing so, regulatory elements were added, 
clinical elements were removed, and other sections were consolidated and reweighted.  One example of this 
reorganization included separating the elements measuring the presence of the most recent Plan of Care, CANS 
and IBHA and consolidating those into a CSoC Addendum tƘŀǘ ƛǎ ƴƻǘ ŎƻǳƴǘŜŘ ŀƎŀƛƴǎǘ ǘƘŜ C{hΩǎ ƻǾŜǊŀƭƭ ǎŎƻǊŜΦ 
During the process of adjusting the tool, the FSC held in-person meetings and conducted telephonic discussions 
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with the FSO.  In these meetings, the FSC provided reeducation on elements carried over from previous TRR 
tools, and education on new TRR elements. A final copy of the TRR template was provided to the FSO.  
IƛǎǘƻǊƛŎŀƭƭȅΣ ǘƘŜ ǊŜǎǳƭǘǎ ƻŦ C{hΩǎ ǊŜŎƻǊŘ ǊŜǾƛŜǿǎ ǿŜǊŜ ǊŜǇƻǊǘŜŘ ƛƴŎƭǳǎƛǾŜ ǿƛǘƘ ǎǘŀƴŘŀǊŘ ǘǊŜŀǘƳŜƴǘ ǊŜŎƻǊŘ ǊŜǾƛŜǿ 
ŦƛƴŘƛƴƎǎ ōȅ aŀƎŜƭƭŀƴΩǎ /ƭƛƴƛŎŀƭ wŜǾƛŜǿŜǊΦ  IƻǿŜǾŜǊΣ ƛƴ vм нлмфΣ C{h ¢wwǎ ŀƴŘ ǊŜǇƻǊǘƛƴƎ ǿŜǊŜ ǊŜŀƭƭƻŎŀǘŜŘ ŀǎ ǘƘŜ 
sole responsibility of the FSC. This method of independent reporting allowed Magellan to track and trend any 
issues or barriers specific to this level of care and readily identify opportunities for improvement.  
 
Methodology 
As mentioned in the standard TRR section above, Magellan established a sample target of 385 records for 
annual review to ensure a confidence level of 95%, with a confidence interval of plus or minus 5%. This target 
number accounts for reviews from Standard TRRs and the FSO.  Q4 2019 FSO TRR selection process included 
member records of files with Youth Support Trainer (YST) and or Parent Support Trainer (PST) claims spanning 
45 days or more.  Members with inpatient hospitalizations were included in the sample as well.  The FSC 
determines the level of follow up required based on the final score using the same guide used 
in Standard TRRs, CPG, and WAA Reviews. The FSC can require FSO corrective action plans 
for any item and/or section as clinically determined.  Magellan sets a minimum performance threshold 
of 80% compliance rate.  
 
Results and Analysis  
In 2019, Magellan reviewed 36 FSO records, resulting in an overall compliance score of 90.61%.  Of the 756 
elements that were scored, 685 met compliance standards. Magellan conducted one independent TRR of 15 FSO 
member recorŘǎ ƛƴ нлмуΦ ¢ƘŜǊŜŦƻǊŜΣ ƴƻ ŎƻƳǇŀǊŀǘƛǾŜ ǎŀƳǇƭŜ ŜȄƛǎǘǎ ǘƻ ŎƻƴǘǊŀǎǘ ǿƛǘƘ ǘƘŜ C{hΩǎ нлмф ¢ww 
performance scores. The Table below provides annual average results of the reviews conducted during 2019. 

 
FSO Tool ς Section Scores 

Section  
# of 

Compliant 
Elements 

Total # of 
Elements 
Reviewed 

Percent 

A - General 165 174 94.83% 

B - Member Rights and Confidentiality 79 108 73.15% 

C - Coordination of Care 26 36 72.22% 

D - Member Engagement 104 124 83.87% 

E - Ongoing Treatment 154 155 99.35% 

G - Discharge 13 15 86.67% 

H - Record Management 144 144 100.00% 

Total Score 685 756 90.61% 

 
Five (5) of the seven (7) sections scored above the minimal threshold of 80% or better, while two others, 
Member Rights and Confidentiality and Coordination of Care, fell below.  After debriefing with the FSO, the lack 
of missing documentation in these two sections did not appear to be an aberrant trend or indicative of improper 
documentation practices as an organization.  
 
Barriers Identified 
Á The FSO has an internal quality process used to verify the presence of all required TRR documentation. These internal 
ǉǳŀƭƛǘȅ ǊŜǾƛŜǿǎ ŀǊŜ ŎƻƴŘǳŎǘŜŘ ōȅ ǘƘŜ C{hΩǎ ŎƻƳǇƭƛŀƴŎŜ ƻŦŦƛŎŜǊ ŜǾŜǊȅ ŎŀƭŜƴŘŀǊ ȅŜŀǊ ƴƻ ƭŜǎǎ ǘƘŀƴ ƻƴŎŜ ǇŜǊ ǉǳŀǊǘŜǊ ŀƴŘ 
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are often broken down into smaller monthly audits. At the end of each quarter, a random sample of 10% -20% of their 
member records are audited. While FSO staff and supervisors are requested to obtain additional 
documentation/correct deficiencies when discovered, these requests are only made for files that are selected in the 
sample.  

Á hǾŜǊ ƘŀƭŦ ƻŦ ǘƘŜ ǊŜŎƻǊŘǎ ǊŜǾƛŜǿŜŘ ƛƴ ǘƘŜ C{hΩǎ vп нлмф ¢wR sample were not reviewed prior to the TRR. The FSO was 
unaware that 6 of the 12 Releases for Communication with the WAA contained in the Coordination of Care section 
were missing from their files.  

Á Many of the documentation standards in the Member Rights and Confidentiality section could have been met if the 
FSO submitted copies of their intake packets which contains the Member Rights and Responsibility form, primary 
language spoken by the member and any translation needs, and Release for communication with other behavioral 
health providers or documented refusal.   

 
Interventions  
Á A TRR results letter was sent to the FSO that outlined overall and specific section scores.   

Á The FSO was not required to complete any formal/informal corrective action, but was provided feedback and 
recommendations as to how to correct the deficiencies in the future, as well as given a copy of the performance 
measures so that their compliance department could refer to the template when conducting self-audits and for use in 
future staff training.   

 
Recommendations for 2020 
Á Continue to monitor the FSO throuƎƘ ǊŜǾƛŜǿǎ ǎŜǇŀǊŀǘŜ ŦǊƻƳ ǘƘŜ ǎǘŀƴŘŀǊŘ ¢ww ŀƴŘ ƛƴ ǊŜǎǇƻƴǎŜ ǘƻ aŀƎŜƭƭŀƴΩǎ 

interventions. 

Á Outreach to the FSO at the beginning of the treatment record review process to help answer questions and provide 
information about the review. 

Á Consider requiring the FSO to increase monitoring of their documentation on the front end of their intake processes, or 
within 45-60 days.   

Á Continue to provide personalized feedback and recommendations to the FSO regarding quality standards  
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Clinical Practice Guidelines  
 
MagellanΩǎ ƳŜŘƛŎŀƭ ŀƴŘ ŎƭƛƴƛŎŀƭ ƭŜŀŘŜǊǎƘƛǇ develops and adopts corporate clinical practice guidelines to assist 
providers in screening, assessing and treating common disorders. Prior to adopting each guideline, a multi-
disciplinary panelτincluding board-certified psychiatrists and clinical staffτexamined relevant scientific 
literature and sought input from network providers as well as consumers and community agencies. In addition 
ǘƻ ǘƘŜǎŜ ŎƻǊǇƻǊŀǘŜ /tD{Σ aŀƎŜƭƭŀƴΩǎ /{ƻ/ aŜŘƛŎŀƭ 5ƛǊŜŎǘƻǊΣ ŀ board-certified child and adolescent psychiatrist, 
identified that a significant number of CSoC members have been diagnosed with Conduct Disorder and/or 
exhibit trauma-driven symptom patterns. In order to ensure effective treatment for those members, our 
Medical Director examined relevant literature describing effective treatment of Conduct Disorder and in 
providing Trauma Informed Care. Based on the literature review and known best practices, the Medical Director 
developed CPGs for providers in addressing those symptom patterns.  The guidelines were reviewed and by the 
Louisiana Department of Health and the Utilization Management Committee in Spring 2018 and adopted for use 
ƛƴ [ƻǳƛǎƛŀƴŀ /{ƻ/Φ ¢ƘŜ ƎǳƛŘŜƭƛƴŜǎ ǿŜǊŜ ŘƛǎǎŜƳƛƴŀǘŜŘ ǘƻ ǇǊƻǾƛŘŜǊǎ ǘƘǊƻǳƎƘ ŜƳŀƛƭ ōƭŀǎǘǎ ŀƴŘ ǘƘǊƻǳƎƘ aŀƎŜƭƭŀƴΩǎ 
public-facing websites.   
 
Magellan reviews each guideline, including Conduct Disorder and Trauma-Informed Care, at least every two 
years for continued applicability and to update guidelines as necessary.  Magellan monitors provider adherence 
to CPGs for diagnoses and/or treatment modalities that are relevant to our CSoC membership. :  
 
Á Attention Deficit Hyperactivity Disorder (ADHD) 

Á Suicide Risk Assessment and Management  

Á Conduct Disorder 

Á Trauma-Informed Care  

 
Objectives for reviews include: 
 
Á To assess performance against important aspects of the CPG 

Á To measure the current diagnostic and treatment practices of network providers with respect to the evidence-based 
diagnostic and recommended intervention criteria 

Á To identify areas of strengths and weaknesses in provider compliance with CPGs  

Á To identify appropriate training interventions needed to increase compliance with CPGs 

 
Sampling Methodology 
The sample for the review includes all records obtained for the treatment record review (as described in the TRR 
ǎŜŎǘƛƻƴύΦ ¢ƘŜ /tD ǊŜǾƛŜǿ ƛǎ ŘŜǇŜƴŘŜƴǘ ƻƴ ǘƘŜ ƳŜƳōŜǊΩǎ ŘƛŀƎƴƻǎƛǎ ŀǎ ŘƻŎǳƳŜƴǘŜŘ ƛƴ ǘƘŜ ǘǊŜŀǘƳent record as in 
the case of ADHD and Conduct Disorder.  The Suicide Risk (SR) Assessment and Management CPG selection is 
dependent upon several factors. The SR CPG is triggered when the treatment record indicates a diagnosis of 
Major Depressive Disorder (MDD) and/or a rating of 1, 2, or 3 on the Suicide Risk Item on the most recent CANS 
assessment.  The Trauma-Informed Care (TIC) CPG review selection is determined by a rating of 2 or 3 for the 
Adjustment to Trauma item in the most recent CANS assessment.   

Scoring and Intervention Guidelines 

The clinical reviewer determines the level of follow up required based on the final score using the guide listed in 
the table below. The Clinical reviewer can require the provider to submit a corrective action plan for any item 

QI 10, Element B 

CC 01, Element A, Factors 1 & 2  
CC 01, Element B, Factors 3 & 4 
CC 01, Element C, Factors 3 & 4 
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and/or section as clinically determined.  Magellan sets a minimum performance threshold of 80% compliance 
rate.  Remedial Actions are outlined in the table below.   
 

CPG Remedial Actions 
Score Remedial Actions 

80% - 100% Minimal Documentation Issues: No formal follow-up activity required; provider is requested to 
incorporate recommendations from the feedback report as a means to improve documentation 
practices. 

70% - 79% Moderate Documentation Issues: Provider is required to submit an informal Performance 
Improvement Plan (PIP), including but not limited to, a plan to remedy documentation 
deficiencies identified.  The PIP is required to be submitted within thirty (30) days of the date of 
the results letter. Review and approval of the PIP by Magellan is required.   

69% - below Serious Documentation Issues: Provider is required to submit a formal PIP including but not 
limited to, a plan to remedy documentation deficiencies identified.  The PIP is required to be 
submitted within thirty (30) days of the date of the results letter. Review and approval of the 
PIP by Magellan is required.  Additionally, a follow-up review is conducted within in six (6) 
months to evaluate effectiveness of interventions and to further intervene if improvements are 
not observed. 

 
Conduct Disorder and Trauma-Informed Care modules have no comparative samples as 2019 was the first year 
Magellan monitored for these CPGs.  However, the data gathered has proven to be valuable when analyzing 
network performance measures.    

Attention Deficit Hyperactivity Disorder (ADHD)  

In previous years, Magellan reviewed records for ADHD CPG and reported results through the standard 
treatment record review overall compliance scores.  Because ADHD ranks high amongst youth served by the 
coordinated system of care, in 2019 Magellan improved the monitoring activity for ADHD CPG and implemented 
a separate scoring module apart from the standard treatment record review scoring tool.  This module allowed 
Magellan to capture an enhanced picture of service delivery to members with an ADHD diagnosis.  This 
expansion included an increase in monitoring for items that assess for diagnostic criteria and provision of 
therapeutic services.  Due to the scores formerly being inclusive with standard treatment scores, we are unable 
to produce a qualified sample of 2018 performance scores with the addition of 2019 performance measures.  
 
Results and Analysis 
Monitoring results for 2019 included 71 treatment records that met the diagnosis of ADHD and were reviewed 
for adherence against the ADHD guidelines.  The Diagnostic Assessment section had an overall score of 69.74% 
and the Therapeutic Intervention section had an overall score of 90.44%.  The combined score of both sections 
scored was 80.44%, exceeding the minimum threshold of 80% by .44 percentage points.     

 
ADHD CPG Tool ς Section Scores 

Section 
# of 

Compliant 
Elements 

Total # of 
Elements 
Reviewed 

Percent 

A - Diagnostic Assessment 477 684 69.74% 

B - Therapeutic Interventions 662 732 90.44% 

Total Score 1139 1416 80.44% 
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ADHD CPG Tool ς Section A: Key Element Scores 

Element 
# of 

Compliant 
Elements 

Total # of 
Elements 
Reviewed 

Percent 

1A - Screened for presence and duration of symptoms meeting DSM-5 
criteria for ADHD and persisting for at least six months, including 
predominantly inattentive presentation, predominantly 
hyperactive/impulsive presentation, or combined presentation  

42 71 59.15% 

2A - Screened for presence of several inattentive or hyperactive-impulsive 
symptoms present prior to age 12 years 

52 71 73.24% 

3A - Screened for presence of several inattentive or hyperactive-impulsive 
symptoms present in two or more settings (home, work, school) 

57 71 80.28% 

4A - Confirmed symptoms across settings received from multiple 
informants, e.g., parents, guardians, teachers, clinicians involved in care of 
individual (including results of symptom-focused rating scales from self, 
parents, teachers, clinicians) 

25 71 35.21% 

5A - Noted clear evidence that the symptoms result in clinically significant 
impairment in social, academic or occupational functioning 

62 71 87.32% 

6A - Noted clear evidence that symptoms of older adolescents and adults 
(age 17 and older) reflect inattention causing problems with executive 
functions 

1 3 33.33% 

7A - Assessed whether fewer than full criteria have been met for the past 
six months when full criteria were previously met (partial remission) 

0 5 0% 

8A - Assessed whether few or many symptoms are in excess of those 
required to make diagnosis of ADHD (based on DSM-5) specifying level of 
severity (mild, moderate or severe) with the use of screening tools 

42 68 61.76% 

9A - Assessed whether symptoms are not better explained by another 
mental disorder (e.g., substance use disorder, personality disorder, mood 
disorder, anxiety disorder, dissociative disorder) 

58 71 81.69% 

10A - Assessed whether symptoms are not solely a manifestation of 
oppositional behavior, defiance, hostility, or failure to understand tasks or 
instructions 

59 71 83.1% 

11A - Coordinated care with medical provider and medical evaluation 
during diagnostic process ruled out medical causes of symptoms of ADHD 
and assessed cardiovascular functioning (if treatment with stimulants 
considered) 

25 50 50% 

12A - Assessed for suicidal thoughts or behaviors with potential for injury 
to self or others, especially if atomoxetine (Strattera®) treatment is 
considered 

46 47 97.87% 

13A - If suicidal thoughts or behaviors were present, appropriate actions 
were taken to intervene 

1 2 50% 

14A - If provider is not a physician, reviewed findings from consultation 
with psychiatrist or primary care physician 

7 12 58.33% 

 
There is a total of 34 elements in the ADHD CPG tool, of which 14 apply to Diagnostic Assessment and 20 apply 
to Therapeutic Intervention.  The performance here seemingly does not demonstrate a true picture of network 
practice across providers, but rather an issue with isolated providers in the network.  Nonetheless, any provider 
not adhering to the standards of 13A was asked to complete a performance improvement plan due to the 
potential safety concerns that could arise out of the provider neglecting to adhere to this measure.  Of the other 
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eleven elements that were scored, five (5) of them met the minimum threshold of 80%, leaving six (6) of the 
elements in the diagnostic section falling short of compliance standards.   

 
ADHD CPG Tool ς Section B: Key Element Scores 

Element 

# of 
Compliant 
Elements 

Total # of 
Elements 
Reviewed 

Percent 

1B - Conducted education about ADHD and its treatment including 
behavioral intervention, pharmacological intervention, family therapy 
delivered to parents, guardian, and if applicable, to the patient 

57 71 80.28% 

2B - Discussed diagnostic findings, treatment options and goals and 
treatment plan with parents, guardians, and if applicable, with patient 

63 71 88.73% 

3B - Provided evidence that provider actively involved parent, 
guardian, teacher(s), and patient in treatment planning 

62 71 87.32% 

4B - Comorbid medical and psychiatric conditions discussed with 
parents, guardians, and if applicable patient 

38 41 92.68% 

5B - Provider assessed if psychotherapy is indicated 53 55 96.36% 

6B - Provider prescribed a stimulant or other agent deemed appropriate 
or explained why medication was not prescribed. 

47 47 100% 

7B - If provider is a prescriber, treatment plan explains the rationale 
of the selection of pharmacological intervention including risks, 
benefits, and side effects 

38 44 86.36% 

8B - Education delivered to parents, guardian, and if applicable, 
patient, about pharmacological treatment, including risks, benefits, side 
effects of medicine 

37 47 78.72% 

9B - Parents and guardians were educated about follow up within 
30 days of initial prescription and two more times within 270 days 
(HEDIS®) 

46 46 100% 

10B - Evidence of ongoing/continued assessment of patient response to 
medication, side effects, adverse effects, and any laboratory monitoring 
that is necessary 

41 44 93.18% 

11B - Rationale for any changes in medication, if any changes or 
augmentation 

33 35 94.29% 

12B - If antidepressants prescribed, provider delivered education about 
a possible increased risk of suicidal behavior, including early warning 
signs 

12 16 75% 

13B - If patient is elementary-aged (6-11 years), provider prescribed 
FDA-approved medication and/or parent-and/or teacher-administered 
behavior therapy or explained why this was not prescribed 

23 23 100% 

14B - If patient is adolescent (12-18 years), provider prescribed FDA-
approved medication for ADHD with assent of the adolescent or 
explained why this was not prescribed 

24 24 100% 

15B - If behavior therapy is prescribed, ongoing assessment of 
treatment progress using clinical observation, interviews, and/or rating 
scales from parent, guardian, teacher, and if applicable, self 

45 47 95.74% 

16B - If behavior therapy is prescribed, training provided to parents in 
ǎǇŜŎƛŦƛŎ ǘŜŎƘƴƛǉǳŜǎ ǘƻ ƛƳǇǊƻǾŜ ǘƘŜƛǊ ŀōƛƭƛǘƛŜǎ ǘƻ ƳƻŘƛŦȅ ŀƴŘ ǎƘŀǇŜ ŎƘƛƭŘΩǎ 
ōŜƘŀǾƛƻǊ ǿƘƛƭŜ ƛƳǇǊƻǾƛƴƎ ǘƘŜ ŎƘƛƭŘΩǎ ŀōƛƭƛǘȅ ǘƻ ǊŜƎǳƭŀǘŜ ƻǿƴ ōŜƘŀǾƛƻǊ 

39 43 90.7% 
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Of the twenty elements in Section B, four (4) of them are not presented in the table above, as they applied to 
five (5) or less records reviewed and are not statistically valid.  The elements omitted pertain to coordination of 
care, medication informed consent, and substance use intervention.  There were 14 of the other 16 elements 
monitored that met the 80% compliance rate or higher, and only two (2) elements fell just below (9B and 14B).  
Though the network showed overall strong compliance in applying best practices in Therapeutic Interventions 
for ADHD CPG, if a provider did not meet the standards for items 9B and 14B, as cited above, the provider was 
asked to submit a plan to correct this action.    
 

Barriers Identified  
Most members participating in the coordinated system of care are youth that have a previous diagnosis of some 
ƪƛƴŘ ǇǊƛƻǊ ǘƻ ōŜƛƴƎ ŜƴǊƻƭƭŜŘΦ  !ǇǇǊƻȄƛƳŀǘŜƭȅ ор҈ ƻŦ aŀƎŜƭƭŀƴΩǎ ƳŜƳōŜǊǎ ƘŀǾŜ ŀ ŘƛŀƎƴƻǎƛǎ ƻŦ !5I5 ŀƴŘ Ƴƻǎǘ 
report a long-standing history of receiving treatment for such prior to receiving CSoC services.  A barrier analysis 
of performance findings showed that when providers treated members with a pre-existing diagnosis of ADHD, 
ǘƘŜȅ ƻŦǘŜƴ ŦŀƛƭŜŘ ǘƻ ŎƻƳǇƭŜǘŜ ǊƻǳǘƛƴŜ ǎŎǊŜŜƴƛƴƎǎ ƴŜŎŜǎǎŀǊȅ ǘƻ ŎƻƴŦƛǊƳ ǘƘŜ ƳŜƳōŜǊΩǎ !5I5 ŘƛŀƎƴƻǎƛǎ ŀƴŘ ǘƻ 
document the presence of all elements needed to meet the DSM-5 criteria.  About half of providers monitored 
ǿƛǘƘ ǇǊŜǎŎǊƛōƛƴƎ ǇǊƛǾƛƭŜƎŜǎΣ ǊŜǇƻǊǘŜŘ ƴƻǘ ŎƻƻǊŘƛƴŀǘƛƴƎ ǿƛǘƘ ǘƘŜ ȅƻǳǘƘΩǎ ǇǊƛƳŀǊȅ ŎŀǊŜ ǇƘȅǎƛŎƛŀƴ ŘǳǊƛƴƎ ǘƘŜ ƛƴƛǘƛŀƭ 
diagnostic process because though it Ƴŀȅ ƘŀǾŜ ōŜŜƴ ǘƘŜ ƳŜƳōŜǊΩǎ ŦƛǊǎǘ ƳŜŜǘƛƴƎ ǿƛǘƘ ǘƘŜƳΣ ƛǘ ǿŀǎ ƴƻǘ ǘƘŜ 
ƳŜƳōŜǊΩǎ ŦƛǊǎǘ ŀǘǘŜƳǇǘ ŀǘ ǘǊŜŀǘƳŜƴǘ ŦƻǊ !5I5Φ  tǊƻǾƛŘŜǊǎ ƻŦǘŜƴ ǾŜǊƛŦƛŜŘ ǘƘƛǎ ǿƛǘƘ ŀƴ ŜƭŜŎǘǊƻƴƛŎ ǇƘŀǊƳŀŎȅ ǊŜǇƻǊǘΣ 
ǿƘƛŎƘ ǎƘƻǿǎ ǇǊƻƻŦ ƻŦ ǘƘŜ ƳŜƳōŜǊΩǎ ŀǳǘƘƻǊƛȊŜŘ ƳŜŘƛŎŀǘƛƻƴǎ ƛƴŎƭǳŘƛƴƎ ǘƘƻǎŜ ǳǎed to treat ADHD.  Likewise, while 
providers were familiar with screening tools which are widely used when assessing/confirming the diagnosis of 
ADHD, providers frequently reported not using them due to the member having already completed an 
assessment process with the regional Wraparound Agency (WAA) shortly before being referred to the provider 
for treatment.  Because the WAA referred the member to the provider and included the assessment with the 
referral packet, some believed this was sufficient to negate the need to complete their own assessment 
ǇǊƻŎŜǎǎŜǎΦ  Lƴ ǎƻƳŜ ƛƴǎǘŀƴŎŜǎΣ ǇǊƻǾƛŘŜǊǎ ǊŜǇƭŀŎŜŘ ǘƘŜƛǊ ŀƎŜƴŎȅ ŀǎǎŜǎǎƳŜƴǘ ǿƛǘƘ ǘƘŜ ǊŜƎƛƻƴŀƭ ²!!Ωǎ ŘƻŎǳƳŜƴǘ 
ƛƴǎǘŜŀŘΦ  hǘƘŜǊ ōŀǊǊƛŜǊǎ ƛŘŜƴǘƛŦƛŜŘ ƛƴŎƭǳŘŜŘ ǇǊƻǾƛŘŜǊǎ ƎŜƴŜǊŀƭƭȅ ǿŜǊŜ ǳƴŦŀƳƛƭƛŀǊ ǿƛǘƘ aŀƎŜƭƭŀƴΩǎ ǘƻƻƭǎ ǳsed to 
promote adherence to ADHD guidelines and were unaware of documentation standards required for best 
practices.  The common theme in all of the barriers is that additional education regarding ADHD clinical practice 
guidelines and documentation standards are needed in 2020. 

Suicide Risk Assessment and Management  

In 2019, 36 treatment records were reviewed for adherence to the suicide risk assessment and management 
clinical practice guidelines.  The overall score of combined elements was 87.84%, exceeding the goal of 80% by 
7.84 percentage points.  Although review results yielded a score of 95.76% in 2018, only seven (7) treatment 
records were reviewed for compliance and cannot be considered representative of the overall population.  Due 
to the small sample size in 2018, a comparison of the results between the years is not meaningful.   
 

{ǳƛŎƛŘŜ wƛǎƪ !ǎǎŜǎǎƳŜƴǘ ŀƴŘ aŀƴŀƎŜƳŜƴǘ /tD ¢ƻƻƭ ҍ {ŜŎǘƛƻƴ {ŎƻǊŜǎ 

 2018 2019 

Section 
# of 

Compliant 
Elements 

Total # of 
Elements 
Reviewed 

Percent 
# of 

Compliant 
Elements 

Total # of 
Elements 
Reviewed 

Percent 

A - Suicide Risk Assessment 33 33 100.00% 133 146 91.10% 

B - Suicide Management 23.5 26 90.38% 62 76 81.58% 

Total Score 56.5 59 95.76% 195 222 87.84% 
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Suicide Risk Assessment and Management CPG Tool ς Key Element Scores 
 2018 2019 

Element 
# of 

Compliant 
Elements 

Total # of 
Elements 
Reviewed 

Percent 
# of 

Compliant 
Elements 

Total # of 
Elements 
Reviewed 

Percent 

1A - Current suicidal ideation and plans.  7 7 100% 33 36 91.67% 
2A - History of suicidal ideation and 
attempts.  

7 7 100% 33 36 91.67% 

3A - Presence of high-risk factors, such 
as significant behavior changes in teens, 
advanced age/debilitating illness/male 
senior citizens, insomnia, substance 
use/abuse, anxiety, recent inpatient 
discharge, history of violence or bullying 
(victim or perpetrator) 

6 6 100% 33 36 91.67% 

4A - Plan for frequent evaluation for 
suicidal thinking or behavior in patients 
prescribed anti-depressant and/or 
anticonvulsant medications (assess if 
reviewing for MDD CPG) 

6 6 100% 17 17 100% 

5A - Assessment of lethal intent. 
Documentation shows interventions to 
address this with patient and response 
to measures. 

7 7 100% 17 21 80.95% 

1B - Assessment for access to any 
weapons or lethal means, if suicidal. 

5 5 100% 1 2 50% 

2B - Developed plan to diminish access 
to weapons/lethal means, if suicidal. 

3 3 100% N/A N/A N/A 

3B - Developed PLAN FOR MAINTAINING 
SOBRIETY and discussed the role of 
substance use in increasing suicide risk. 

2 2 100% 1 2 50% 

4B - Attempted to involve family and 
other support system members in 
suicide management plans or 
documented why not appropriate. 

6 7 85.71% 29 35 82.86% 

5B - Documented actual family/support 
system involvement in suicide 
management plan. 

5 6 83.33% 29 35 82.86% 

6B - Hallucination intervention 
(Intervention to alleviate command 
hallucinations, if present) 

2.5 3 83.33% 2 2 100% 

Results and Analysis 

In 2019, there were two elements that scored below the item goal of 80% which were: Assessment for access to 
any weapons or lethal means, if suicidal and Developed plan for maintaining sobriety and discussed the role of 
substance use in increasing suicide risk.  Of the 36 records that met criteria for review of this CPG, only two (2) 
records met the criteria for scoring the previously mentioned elements.  One (1) record met the applicable 
standards and the other did not.  However, these findings do not provide statistically meaningful data to support 
trends throughout the network.  Though Magellan met the overall compliance goal for the Suicide Risk CPG, due 
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to the importance of assessing for and managing the risk of suicidality, Magellan considers CPG elements which 
meet just above the minimum performance goal, as an area of opportunity for improvement.    
 
Barriers Identified 
Review findings showed that if a youth expressed suicidal ideations, some practitioners failed to document 
having fully explored their intent, means, and plans of carrying out self-harm.  Some providers were also not 
ŀǿŀǊŜ ƻŦ ǘƘŜ ǾŀƭǳŜ ƻŦ ƘŀǾƛƴƎ ǘƘŜ ŦŀƳƛƭȅΩǎ ƛƴǾƻƭǾŜƳŜƴǘ ŘƻŎǳƳŜƴǘŜŘ ƛƴ ǘƘŜ ǎǳƛŎƛŘŜ ƳŀƴŀƎŜƳŜƴǘ ǇƭŀƴΦ Magellan is 
in the process of implementing a comprehensive process improvement plan to improve management of high-
risk members. Please see the Utilization Management section of this report for more information.  

Conduct Disorder    

IƛǎǘƻǊƛŎŀƭƭȅΣ ǘƘŜ ȅƻǳǘƘ ǎŜǊǾŜŘ ōȅ [ƻǳƛǎƛŀƴŀΩǎ ŎƻƻǊŘƛƴŀǘŜŘ ǎȅǎǘŜƳ ƻŦ ŎŀǊŜ ƘŀǾŜ ŀ ƭƻǿŜǊ incidence of diagnosis and 
treatment for Conduct Disorder as compared to other disorders.  However, due to the clinical importance of 
monitoring for quality and the process of care, Magellan makes every effort to score records against Conduct 
Disorder clinical practice guideline measures where applicable.   
 

/ƻƴŘǳŎǘ 5ƛǎƻǊŘŜǊ /tD ¢ƻƻƭ ҍ {ŜŎǘƛƻƴ {ŎƻǊŜǎ 

Section 
# of Compliant 

Elements 

Total # of 
Elements 
Reviewed 

Percent 

A - Diagnostic Assessment 33 35 94.29% 

B - Treatment 24 26 92.31% 

Total Score 57 61 93.44% 

 

Conduct Disorder CPG Tool ς Key Element Scores 

Element 
# of 

Compliant 
Elements 

Total # of 
Elements 
Reviewed 

Percent 

1A - Evaluation included memberΩs prenatal and birth history, focusing on 
substance abuse by mother, maternal infections, and medications. 

5 5 100% 

2A - Evaluation included developmental history of member, with a focus 
on disorders of attachment (e.g., parental depression and substance 
abuse}, temperament, aggression, oppositionality, attention and impulse 
control. 

5 5 100% 

3A - Evaluation included physical and sexual abuse history (as victim and 
perpetrator). 

5 5 100% 

4A - Evaluation includes history of symptom development, including 
impact on family and peer relationships and academic problems (with 
attention to IQ, language, attention, and learning disabilities). 

5 5 100% 

5A - Assessed for presence and duration of symptoms meeting DSM-5 
criteria for CD and the subtype of the disorder (childhood onset versus 
adolescent onset; overt versus covert versus authority; under-restrained 
versus over-restrained; socialized versus under socialized). 

5 5 100% 

6A - Assessed whether symptoms are not better explained by a medical 
condition, including a referral a physical evaluation as needed. 

3 5 60% 

7A - Assessed whether symptoms are not better explained by another 
mental disorder (e.g., substance use disorder, personality disorder, mood 
disorder, anxiety disorder, dissociative disorder) 

5 5 100% 
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Element 
# of 

Compliant 
Elements 

Total # of 
Elements 
Reviewed 

Percent 

1B - Treatment team is cohesive, and plan includes treatment modalities 
that include interventions in the family, school, and peer group systems. 

4 4 100% 

2B - Treatment includes comorbid disorders where applicable (e.g., 
ADHD, specific developmental disabilities, intermittent explosive 
disorder, affective or bipolar disorder, anxiety disorder, and substance 
use disorder). 

5 5 100% 

3B - Treatment includes family interventions such as parent guidance, 
training, and family therapy. 

4 4 100% 

4B - Individual and group psychotherapy with adolescent are considered. 3 4 75% 

5B - Peer intervention is considered to discourage deviant peer 
association and promote a socially appropriate peer network. 

3 3 100% 

6B - Treatment involves juvenile justice system involvement where 
appropriate (i.e., court supervision, Families in Need of Services, etc.) 

1 2 50% 

7B - Psychopharmacological treatment is used as an adjunct therapeutic 
intervention and not in isolation. 

4 4 100% 

 
Results and Analysis 
!ǎ ƳŜƴǘƛƻƴŜŘ ǇǊŜǾƛƻǳǎƭȅΣ нлмф ǿŀǎ aŀƎŜƭƭŀƴΩǎ ŦƛǊǎǘ ȅŜŀǊ ƻŦ ŀŘƻǇǘƛƴƎ ƎǳƛŘŜƭƛƴŜǎ ŦƻǊ /ƻƴŘǳŎǘ 5ƛǎƻǊŘŜǊ ŀƴŘ 
collecting data to examine adherence across the provider network.  Results showed five (5) records were 
reviewed for compliance with a diagnostic assessment section score of 94.29%, Treatment section score of 
92.31%, and an overall combined score of 93.44%.  The overall score is 13.44 percentage points above the 
established goal of 80%.   Although the small sample size does not produce significant statistical data; Magellan 
plans to continue monitoring for provider adherence to this CPG and conduct comparative analysis in the future.   

Trauma-Informed Care 

In 2019, Magellan also adopted clinical practice guidelines for Trauma-Informed Care and began collecting 
baseline date to assess provider adherence to Trauma-Informed Care guidelines.   
 
Results and Analysis  
There were 17 records that met the criteria for this review type, scoring 91.40% overall; 11.4 percentage points 
higher than the established goal of 80%.  Though the scores combined met the goal, the diagnostic assessment 
section score fell below the 80% threshold by 1.62 percentage points.   
 

Trauma-Informed Care CPG Tool ς Section Scores 
 
 
 
 
 
 
 
 

 
 

Section 
# of 

Compliant 
Elements 

Total # of 
Elements 
Reviewed 

Percent 

A - Diagnostic Assessment 29 37 78.38% 

B - Treatment 56 56 100% 

Total Score 85 93 91.40% 
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Trauma-Informed Care CPG Tool ς Key Element Scores 

Elements 
# of 

Compliant 
Elements 

Total # of 
Elements 
Reviewed 

Percent 

1A - Assessment includes screening questions about traumatic experiences and 
PTSD symptoms 

11 17 64.71% 

2A - If youth is younger than 7 years old, screening questions are directed to 
caregivers. 

N/A N/A N/A 

3A - If screening indicates significant PTSD symptoms, a referral to a qualified 
clinician to conduct a formal evaluation is made. 

6 6 100% 

4A - Formal evaluation valuation considers differential diagnoses of other 
psychiatric disorders or physical/medical conditions that mimic PTSD. 

12 14 85.71% 

1B - Treatment planning incorporates appropriate interventions for comorbid 
psychiatric disorders. 

13 13 100% 

2B - Trauma-focused psychotherapy, including cognitive-behavioral therapy, 
psychodynamic psychotherapy, and/or family therapy, are considered as the 
first line of treatment. If services are not available, treatment team consults 
with Magellan to identify resources in the member's community to address 
trauma and PTSD symptoms. 

13 13 100% 

3B - If therapeutically appropriate and service is accessible, trauma-focused 
psychotherapy directly addresses youth's traumatic experiences. 

8 8 100% 

4B - If therapeutically appropriate, guardians are available, and service is 
accessible, trauma-focused therapy involves the caregivers in the treatment 
interventions. 

8 8 100% 

5B - If therapeutically appropriate and service is accessible, trauma-focused 
psychotherapy focuses not only on symptom improvement but also on 
enhancing functioning, resiliency, and/or developmental trajectory. 

8 8 100% 

6B - If pharmacological interventions are utilized for treatment of PTSD 
symptoms, it is not used in isolation but rather in multimodal approach. 

5 5 100% 

7B - School accommodations are made if youth is experiencing significant 
functional impairment related to trauma reminders. 

1 1 100% 

 

All elements monitored in this CPG scored above the 80% compliance rate, with the exception of one item: 
Assessment includes screening questions about traumatic experiences and PTSD symptoms. This item scored at 
64.71%, missing the goal by 15.29 percentage points.  The provider records that missed the standard for this 
item often contained a completed assessment that included questions concerning trauma but lacked a specific 
screening for PTSD when the member indicated having either a history of or current experience with trauma.  
²ƘŜǊŜ ŀǇǇǊƻǇǊƛŀǘŜΣ ōƻǘƘ ƛǘŜƳǎ ǿƻǳƭŘ ōŜ ƴŜŜŘŜŘ ǘƻ ƳŜŜǘ ǘƘƛǎ ŜƭŜƳŜƴǘΩǎ ǎǘŀƴŘŀǊŘΦ   
 

Barriers Identified 

Á tǊƻǾƛŘŜǊǎ ǊŜǾƛŜǿŜŘ ǿŜǊŜ ǳƴŀǿŀǊŜ ƻŦ ǘƘƛǎ /tDΩǎ ǎǘŀƴŘŀǊŘ ŀƴŘ ƛǎƻƭŀǘŜŘ ǇǊƻǾƛŘŜǊǎ ŘƛŘ ƴƻǘ ǊŜŎƻƎƴƛȊŜ ǘƘŀǘ ƛǘ ƛǎ ōŜǎǘ ǇǊŀŎǘƛŎŜ 
to screen for PTSD once trauma is identified.     

Summary of Findings 

To address CPG barriers and findings, Magellan: 

Á Provided all provƛŘŜǊǎ ǊŜǾƛŜǿŜŘ ǿƛǘƘ ŀ ǊŜǎǳƭǘǎ ƭŜǘǘŜǊ ƛƴŘƛŎŀǘƛƴƎ /tD ŦƛƴŘƛƴƎǎ ǎǇŜŎƛŦƛŎ ǘƻ ŜŀŎƘ ǇǊƻǾƛŘŜǊΩǎ ŘŜŦƛŎƛŜƴŎƛŜǎ ŀƴŘ 
outlining any identified areas of opportunity for improvement. 

Á Shared aggregate results of the CPG findings with providers. 
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Á Distributed a copy of the CPG standards to providers reviewed. 

Á Telephonically outreached to providers reviewed pre and post findings and conducted video zoom meetings with each 
provider to discuss results and give feedback/education regarding performance measures.  

Á Required providers to complete performance improvement plans when scoring did not meet minimum standards.   

Á Reminded providers reviewed of sources on the Magellan of Louisiana website and showed providers how to access 
information from the Magellan Quality and Improvement tab.  Reminders were also given to visit the site frequently in 
order to stay up to date on any new resources posted for quality initiatives. 

Á As of January 2020, Magellan posted updated CPG standards to the Magellan of Louisiana website.   

 

Recommendations for 2020 
Á Continue monitoring CPG standards. 

Á Continue providing results letters to providers in order to deliver provider specific feedback. 

Á Continue conducting exit reviews with providers in the form of zoom calls to allow providers to exclusively discuss any 
questions they may have surrounding deficiencies and/or performance measures in real time. 

Á Continue sending aggregate results to providers to highlight areas needing improvement. 

Á Continue requiring performance improvement plans for any provider that falls below compliance standards. 

Á Continue outreaching providers at the beginning of the record review process and directing them to source documents 
ƻƴ aŀƎŜƭƭŀƴΩǎ ǿŜōǎƛǘŜΦ 

Á Explore conducting a provider training via webinar to present an overview of the CPG standards 

Á Consider recording the CPG training to post to Magellan of Louisiana website for future provider reference.    
































































































































